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Christopher is something entirely new in the field of books on Minor Surgery. It is the newest, most complete, 
best illustrated, most thoroughly practical and usabie book on Minor Surgery that has ever been written in the 
English language. 

Written from the personal experience of the author, giving procedures he has used and proven. 

The 645 illustrations, halftones, line drawings and x-rays, more than an illustration to every page and a half of 
text, visualize the detailed descriptions in the text. 


By Frederick Christopher, M.D., F.A.C.S., Associate in Surgery, Northwestern University Medical 
illustrations. 


Minor Surgery. 
School, Attending Surgeon, Evanston Hospital, Evanston, Ill. Octavo of about 800 pages. 645 


Price $8.00. 


Send orders to 
NEW ORLEANS J. A. MAJORS COMPANY DALLAS 
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NEW FRIENDS AND OLD FAVORITES REVISED 


HORDER AND GOW—tThe Essentials of Medical Diagnosis. 


By Sin THomas Horprr, Bart. K-C.V.O., M.D., R.C.P.) Physician in Ordinary to R. the Prin t Wal to St. Barthol 


net 


illy famous London physician, with t league, it he v 

hort, concise manual covering the essenti of medical diagne Phere ! y la rk 1 the subject ut 

It is written in lucid elementary style r th pecial benetit of students but at the same time torms a very prac- 

t manual for physicians The volume deals with the assembling of data tor diagr 1 the most practical w by setting down the mental 
which do actually take place when the observer is faced with the patient. No bert 1 volume on diagnosis exist 


NAEGELI—Graphic Guide to Elementary Surgery. 


By Pror. Dr. TH. Narertt, Bonn. Translated by J. Snowman, M.D., M.R.C.P.) With an introduction by Dr. C. Garre, Bonr Large octavo, 214 


1929 


pages 22 illustrations, mostly colored, $5 net 


ment as an introductior 


Based on the ancient Chinese proverb “A picture is worth ‘more than a thousand words,”’ this book is an exper 
] 


Its basis is clinical and ity purpose to meet practical demands. General experience and experimental psycho 


iy indicate that pict 
illustration is superior to any other didactic method for the purpose of fetaining facts in the memory and turning them to practical use. There 
is a necessity therefore for bold colored illustrations in clinical teaching. Prof. Naegeli facilitates for the student by means of strong clear 


Jiagrammatic illustrations his apppreciation of what he has heard or seen in the hospital or clinic. The book is based on many years of per- 
sonal experience in clinical teaching and follows Prof. Garre’s methods of tuition at the University of Bonn The present volume is limited 


excellently as a supplement to the usual textbooks, or as a refresher to the practical surgeon. 


ants, but will ser 


to fundamental 


EINHORN—Diseases of the Stomach. 


Diseases of the Stomach. A Text-Book for Practitioners and Students. By Max Einnornx, M.D., Emeritus Professor of Medicine at the New York 
Post Graduate Medical School. Seventh revised and enlarged edition (1929), octavo, 609 pages, 131 illustrations, $6.00 net. 


Professor Einhorn has long beeen noted as one of the pioneers in gastric pathology. Thanks to his incessant labors the subject of gastric 
diseases has now become recognized as one of the important branches of medicine and great progress has been made in diagnosis and treatment. 
Not only docs he pay attention to the specific diseases, but gives detailed consideration to the normal anatomy and physiology—sufficient to act 
as a guide to the student in differentiating the normal from the abnormal. He also gives special attention to diet in general as well as to exam- 
ination of the patient. If the latter directions be followed errors in diagnosis should be practically inexcusable, as he goes into even the minor 
details. This new seventh edition is fundamentally the same book as the previous edition but every word and every line has been gone over 
carefully, changes and additions made wherever necessary to bring the volume abreast of current knowledge and practice, and a number of 


added 


new illustrations 


MEAGHER—A Study in Masturbation and the Psychosexual Life. 


By Joun F. W. Mracuer, M.D., F.A.C.P., Neurologist to St. Mary’s Hospital, Brooklyn. Consulting Neurologist to the King's Park State 


Hospital Ex-President of the Brooklyn Neurological Society, etc. Second revised and enlarged edition, 130 pages, $2.00 (1929 


tk rs themselves, for advice in regard to disturbances which 


Physicians, clergymen, and teachers are often consulted by parents, or e suffer 

Dr. Meagher presents the essential features in very concise form. This new second 
F 

1 very helpful to all having charge of children. 


they attribute to the widely prevalent habit of masturbation. 


edition has been prepared in response to many requests for more practical guidance, and will be found 
The six chapters of the original edition have been retained with some changes. Five more chapters have been added so that the volume has almost 
twice as many pages as before. Physicians can aid greatly in the dissemination of sane information on this difficult subject by recommending 


nts and guardians and particularly to clergymen and teach 


this authoritative book to anxious par 


TOMSO 


—Prevention of Tuberculosis. 


Some methods for the Prevention of Tuberculosis. By W. Botton Tomsox, M.D., Medical Superintendent, Sea View Sanatorium, St. Leonard’s- 
n-Sea, England (1929 Octavo, 158 pages, illustrated, $2.50 net 

Dr. Tomson’s book indicates what measures may be taken based on the gu rinciple l Th iberculo is not hereditary but in the 
vast majority of cases contracted in early childhood from personal contact infecting agent 2) That it ble by prompt action 
not only to the child from infection but to succeed in de-tubercularizing it, provided that correct measures be adopted befor ethe grosser 
lesions have occurred. Dr. Tomson urges that more preventative work be done and has gathered together trom al ver the Continent of Europe 
most interesting and valulable information as to what methods are being found most successful, and how they e applied, by the various hospitals, 


authorities, and associations 


BAILEY AND MILLER—Embryology. 


By Freperick R. Batiry, A.M., M.D., forme Adjunct 
ersity, and Apam’ Marton Mirit A.M., Dean an 


R 
<7 


na 8 pages, 5 illustrations, 


new fifth 
the work, 


Teachers and students will welcome t 


book. 


the 


WILLIAM WOOD & CO. (<i22"%:, ) 156 Fifth Avenue, New York 


mew Hospital, and A. | Gow M.D., F.R.C.P Physician at St. Bartholor s ti it 1 4 page w § r and 11 black and 
wi t 22 text 1 ts, $ 129 
| 
\ 
Professor of Histoloz d En log ‘ ‘ f Physicia nd Surgeor Columbia ‘ 
d Professor of Anatomy, Long Island College Hospital. New fifth edition, (1929) large 
ee revised edition of this well-known standard text-book, which will be ready for publi- 
cation in a few days The general form as originally prepared for the Med Department of Columbia University, does not show 
much change, but every line and every page has been gone over carefully for revision wherever ne airy, much new material added, and quite a 
number of new illustrations, the whole serving to bring this authoritative work w east of the time Professor Oliver Strong’s chapter 
n the Nervous System probably has received the largest amount of new material and v lustrat s, making it as before one of the most 
valuable features of i: 
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LIPPINCOTT BOOKS 


INTERNATIONAL CLINICS 12.00 
Edited by Henry W. Cartret, M.D. 
Something of interest to every physician. The cream of practical medicine and the most recent opinions 
thereof, as illustrated by the bedside teachings of the best clinicians of both continents, is shown through 
stenographically reported actual clinics. A post-graduate course, bringing the clinics to your desk. 


GYNECOLOGY New Fourth Edition 9.00 
By Brooxe M. AnspacH, M.D., Professor of Gynecology, Jefferson Medical College. Octavo. 752 Pages. 532 Illustrations. 
This new edition retains all the splendid features on surgical and medical gynecology that have placed 
the text in the front rank of books on this subject. Every advantage has been taken of the opportunity 
to improve and bring up to date this revision. 


APPLIED ANATOMY Eighth Edition 9.00 


By Gwitym G. Davis. Octavo. 638 Pages. 656 Illustrations in colors and black. 


This new edition, revised by Dr. George P. Muller, University of Pennsylvania, brings the book strictly 
up to date. It is a classic whose usefulness will be greatly increased by the revision. 


PEDIATRICS for the General Practitioner First Edition 6.00 
By Harry Monroe McCrananan, A.M., M.D., Professor of Pediatrics Emeritus, University of Nebraska. Octavo. 230 
Illustrations. 604 Pages. 

This book gives a modern clinical picture of the diagnosis, treatment and management of the diseases 
of infants and children under conditions encountered by the family physician. It is based on the au- 
thor’s long experience and on the findings of leading pediatricians throughout the world. 


FRACTURES AND DISLOCATIONS—Treatment and 
After-Care Second Edition 10.00 
By Pure D. Witson, Instructor in Surgery, Harvard Medical School, and Wiuram A. Cocurane, Associated with Sir 
Harold Stiles, Edinburgh. Octavo. 789 Pages. 1029 Illustrations. 
Describes all methods, old or new, which have proved of the greatest value. Many photographs of actual 
cases and drawings show the best ways of handling every condition that arises in the treatment and 
after-care of all fractures and dislocations, particularly stressing the restoration of function. 


OBSTETRICS Sixth Edition 8.00 


By Georce Peastee SHears, B.S., M.D., New York Polyclinic Medical School and Hospital. Revised by Pump F. Wit- 
u1aMs, M.D., Assistant Professor of Obstetrics, Graduate School of Medicine, University of Pennsylvania. Octavo. 745 
Pages. 423 Illustrations. 

“As a reference book for the general practitioner and the obstetrician, it ranks easily among the first. 
Throughout, the practical needs of the physician are conclusively treated in minutest detail. A valuable 
addition to medical literature.”—Southern Med. Jl. 


UROLOGY First Edition 10.00 


By Daniet N. EtsenpratH, M.D., Attending Urologist, Michael Reese and Chicago Memorial Hospitals, and Harry C. 
Rotnick, M.D., Associate Urologist, Mt. Sinai Hospital. Octavo. 942 Pages. 710 Illustrations. 
Presents the subject in the simpl ibl . Covers the diagnosis and treatment of diseases of 


the urinary and genital tracts as oll as venereal diseases, and takes up as thoroughly as possible the 
diseases of the male genitalia. 


PHYSICAL DIAGNOSIS Second Edition 7.00 


By Cnartes P. Emerson, M.D., Professor of Medicine, Indiana University School of Medicine. Octavo. 553 Pages. 324 
Illustrations. 

“An up-to-date work that will prove of great value to the everyday practitioner as well as the specialist.” 
—lllinois Med. Jl. 


J. B. LIPPINCOTT COMPANY 
Philadelphia, Since 1792 London, Since 1875 Montreal, Since 1897 


LIPPINCOTT BOOKS 
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Macmillan Books in Preparation 


GRENZ RAY THERAPY 


By Gustav Bucky, M.D., Translated by Walter J. Highman, M.D. 


This book, originally written in the German, was the result of many new discoveries 
in the field of Grenz Ray Therapy. It is the feeling of Dr. Highman, the translator, that 
this subject, studied as sincerely and ingeniously as Dr. Bucky has studied it, merits presenta- 
tion to the English-speaking people in the English language. The author is a pioneer in this 
field, and he is credited with being the first to succeed in devising a practical apparatus for 
the administration of long wave length rays. 


THE NEWER KNOWLEDGE OF NUTRITION 
By E. V. McCollum, Ph.D., Sc.D., and Nina Simmonds, Sc.D. (Hygiene) 

This work stands out as the authoritative work on Nutrition and is recognized as such 
internationally. Due to the great advances made in this field in the past few years, the 
authors have deemed it imperative to revise and in parts rewrite the book in order to include 
the newer viewpoints. The fourth edition will be published in the early Fall. 


PATHOLOGY OF THE EYE 
By Jonas S. Friedenwald, M.D. 


“This book is the outcome of a course of lectures for the instruction of medical students 
and surgical house officers in the department of ophthalmology of the Johns Hopkins Medical 
School and Hospital. Wherever possible etiology and pathogenesis have been emphasized. 
A considerable number of original observations and deductions, as yet unpublished elsewhere, 
are included in the text. The results of experimental researches on the rate of secretion of 
the aqueous, on the pathogenesis of wood alcohol blindness, and on the relation between 
cataract and vitamin deficiency are also here presented for the first time.” 


RECENTLY PUBLISHED 
APPLIED ELECTROCARDIOGRAPHY 


By A. E. Parsonnet, M.D., F.A.C.P., and Albert §. Hyman, A.B., M.D., F.A.C.P. 
With a Foreword by Harlow Brooks, M.D., F.A.C.P. 
Cloth, 8 vo, 206 pp., $4.00. 

“The peculiar value of this present volume is in that it is designed for the education 
of the practitioner in the art of interpreting the clinical features of his case, written, as 
the book is, by clinicians rather than physiologists or technicians.” 

The authors have selected typical graphic records of the common diseases of the heart 
and have taken advantage of their rich supply of records obtained from thousands of cases. 
The theory and application of electrocardiographic technique have been so simplified that 
the interpretation of graphic heart records is made easily available to every practitioner of 


medicine. 
HOOKWORM DISEASE 
By Asa C. Chandler, M.Sc., Ph.D. 


Hookworm infestations are engaging the attention of the medical profession and of 
governments in every tropical and sub-tropical country in the world to a greater extent than 
they ever have before. It is for this reason that the author has attempted to bring together the 
work of recent years and to coordinate it with older work in order to make it available in 
combined form for medical men and sanitarians in the many parts of the world. 


THE MACMILLAN COMPANY, Publishers 
60 Fifth Avenue New York 
Chicago Boston Atlanta Dallas San Francisco 
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The Manufacture of 


ARSENICALS 


(Searle) 


is based upon 


The Aqueous Hydro- 


chloric Acid Process 
of Kober 


(without the use of methyl alcohol or ether) 


This process is based on the law of “solu- 
bility products” and has long been used to 
precipitate and crystallize pure sodium 
chloride from brine. Its applicability to the 
preparation of the dihydrochloride, Ars- 
phenamine, from the Arsphenamine Base, 
was first discovered by Kober who described 
the process in the Journal of the American 
Chemical Society (41:442, 1919). It is a 
precipitation process that prevents oxidation 
and a crystallizing process that yields a 
purified product. 


High Arsenic Content—High Potency 
Low Toxicity—Stability 
High Degree of Uniformity and Purity 


Freedom From Methyl Alcohol, 
Methyl Derivatives and Ether 


These are Characteristics of 


Arsphenamine 
Neoarsphenamine 


Sulpharsphenamine 
(Searle) 


G. D. SEARLE & CO. 
CHICAGO 
Makers of Water-Soluble Bismuth Sodium 


Tartrate (Searle) which is administered 
intramuscularly in aqueous solution. 


Just Published 


THE 
BLOOD PICTURE 


And Its Clinical Significance 
(Including Tropical Diseases) 


A Guidebook on the Microscopy 
of Blood 


By PROF. DR. VICTOR SCHILLING 


Physician-in-Chief, the First Medical University 
Clinic, Charite Hospital, Berlin 


Translated and Edited by 
R. B. H. GRADWOHL, M.D. 


Director of the Pasteur Institute of St. Louis and 
the Gradwohl School of Laboratory Technique, St. 
Louis; Lieutenant-Commander, Medical Corps 
(Fleet), U. S. Naval Reserve. 


7th and. 8th Revised Edition 


385 pages, 612x914, with 44 illustrations and four 
color plates. Price, cloth, $10.00. 


E NGLISH-SPEAKING physicians owe a debt of 
gratitude to Dr. Gradwohl for this masterful 
translation of the remarkable work of Victor Schil- 
ling, of Berlin, on The Blood Picture. In order to 
get first-hand information and make the work thor- 
oughly intelligible to the physician, Gradwohl spent 
much time in Schilling’s clinic and laboratories in 
Berlin. 


T hs guide is the outcome of personal, practical 
experience of the author. It is not intended to 
supplant the standard texts on hematology, but to 
supplement them in a new and practical manner. 


 y HE blood picture as advocated by Schilling 
takes its place with the other fundamental sick- 
bed examination methods—pulse, temperature, 
urinalysis, auscultation, etc.—it becomes a necessary 
part of a complete medical examination in al! doubt- 
ful and serious cases. 


The C. V. Mosby Co., (S.M.J.) 
3523 Pine Blvd., St. Louis 

You may send me with bill a copy of Schilling & 

Gradwohl’s “The Blood Picture.” Price, $10.00. 
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Reliability in Diathermy Apparatus 


HE demonstration of a Victor Vario-Fre- 
quency Diathermy Apparatus will thor- 
oughly convince you of its ability to deliver a 


smooth heat, deep within the tis- 
sues of any affected part for which 
heat is prescribed, and easily reg- 
ulated to the point of comfort 
and tolerance of the patient. 


The purchaser of a Victor 
Vario-Frequency Apparatus is 
assured that the outfit will prove 
just as efficient and reliable in 
his practice, day in and day out, 
as it is on demonstration. Factory 
records on this outfit show that 
only one out of every four hun- 
dred installed has been returned 
because of defect in material or 
workmanship. 


4 
Refinement of control for 
—massive current output} 

} condensation technic—both 


* are available in the Victor | 


treating finger, eye or ear | 


for hip joint, chest and auto- | 


Such a record offers eloquent proof that the 
principles of design are correct, that the selec- 
tion of high quality materials is considered para- 


mount, and that skilled work- 
manship with the best manu- 
facturing facilities prevail—all 
of which contribute to this 
score of 99.75% perfect. 


The increasing use of dia- 
thermy warrants your serious 
consideration of the Victor 
Vario-Frequency Apparatus—a 
wise investment on a known 
quantity. May we send you some 
abstract material from medical 
literature, pointing out the 
value of diathermy to your in- 
dividual practice? 


VICTOR X-RAY CORPORATION 


Manufacturers of the Coolidge Tube 
and complete line of X-Ray Apparatus ZZ 


2012 Jackson Boulevard Branches in all Principal Cities Chicago, Ill., U.S.A. 


Physical Therapy A; tus, Electr 
cardiographs, and Specialties 


A GENERAL ELECTRIC ORGANIZATION 


a 
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Difficult Feeding 


T IS now more than 70 years 
I since Gail Borden’s can of milk 
first made its appearance—the newly 
invented ‘“‘condensed milk” which 
was to mean so much to so many 
babies. 

During all these years, physicians 
have called constantly upon Eagle 
Brand for aid in the artificial feeding 
of infants. Again and again, in count- 
less desperate cases, Eagle Brand 
has demonstrated its remarkable 
digestibility—has brought starving 
babies back to health. 

Today, Eagle Brand still comes to 
the rescue in difficult feeding prob- 
lems. It is, moreover, being used 
with excellent nutritional results in 
the feeding of normal infants, when 


Cases 


properly modified and supplemented 
to suit the individual case. Its un- 
surpassed digestibility, its absolute 
purity and uniformity, its keeping 
quality, its ease of formula prepara- 
tion—all these are important factors 
that lead so many physicians to 
recommend its use. 

That any one proprietary infant 
food should have been in constant 
and increasing use through three- 
quarters of a century of changing 
theories and formulae is surely sig- 
nificant. Eagle Brand can be of real 
service to you. We shall be glad to 
answer any inquiries, and to supply 
you with literature upon request. 


The Borden Company, 350 Madison Avenue, New York, N. Y. 
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Now Ready 


this time devoted to 
August to Frost 


HAY FEVER 


and showing in natural 
colors the chief causa- 
tive plants. 


Discusses, in addition 
to pollens, such second- 
ary factors as food, 
epidermal, dust and in- 
cidental proteins. 


Copy sent on request. 


Previous issues: 


1. Early Spring or Tree Hay Fever 
2. May, June, July Hay Fever 


THE ARLINGTON CHEMICAL COMPANY 
YONKERS, N. Y. 
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Foresight 


In any line of work fore- 
sight is essential to consistent prog- 
ress. Nowhere is it more neces- 
sary than in the manufacture of 
pharmaceuticals and biologicals. 

Foresight recognizes both the 
value and the limitations of a re- 
search organization. In the Lilly 
Laboratories foresight confines re- 
search to the medical field and con- 
centrates manufacturing activities 
on products intended for use under 
the directions of physicians. 

Foresight directs constant study 
of established pharmaceuticals and 
biologicals with a view to their 
improvement; in addition, it leads 
to independent research and to 
the consideration of scientific dis- 
coveries in many fields for the 
selection and development of 
those of medical promise. _ 

Foresight encouragescoéperation 
with original investigators in clinics 
and universities, often when the 


possibilities of economic results 
are remote. 

Foresight accumulates a mass of 
experience frequently of inestima- 
ble value in turning a laboratory 
discovery or a clinical finding to 
useful service. 

Foresight enabled the Lilly Lab- 
oratories to provide physicians 
with an ample supply of Ephedrine 
preparations months in advance of 
large scale production elsewhere 
in the United States. 

Foresight also prepared the Lilly 
Research Laboratories to codperate 
effectively with the original dis- 
coverers in the development of 
pure, stable, uniform, commercial 
supplies of Insulin, Liver Extract, 
Parathyroid Extract, and other im- 
portant medical products. 

Foresight is now directing work 
that is expected to produce addi- 
tional aids to medical practice. 


— 


¢ 


Eli Lilly and Company 
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y BLENDING 
SCIENTIFIC AUTHORITY 
WITH 
POPULAR SIMPLICITY 


Ix Sim1Lac is embodied the fruition of 17 years of fundamental scientific 
research, coupled with clinical trial, to perfect a diet to fully satisfy the 
nutritional and metabolic requirements of the infant, deprived either 
wholly or in part, of breast milk. Yet, in the prescribing and prepara- 
tion, it is amazingly simple. For example, in complementing breast 
feedings simply add SimiLac, in the proportion of one measure- 
ful (measure in each can) to two ounces of previously boiled 

water. On your next case where the breast feedings 
do not satisfy, CoMPLEMENT WITH SiMILaAc! 


INFANTS 
MER 


M & R DIETETIC LABORATORIES, Inc.” 
COLUMBUS, OHIO 


\ 
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INFECTION 


With a Virulent Culture 
Suppressed by Vitamine-B Feeding 


Very remarkable experiments were recently conducted at Yale University Med. School, 
by Drs. Rose & Cowgill. (Soc. for Exp. Biol. & Med., May.) 


A series of healthy animals were injected with living cultures of Bacillus Welchii. When 
i received a regular diet, low in vitamine-B, bacteria developed, pus areas were 


the animals 
established and B. Welchii were found in the blood stream. 


But, when an adequate amount of Yeast Vitamine-B Concentrate (Harris) was added 
to the diet, negative blood cultures were obtained. The authors state: “This procedure was 
repeated a number of times over a period of 15 months and the same results obtained.” 


This is the first instance in the chemistry of immunity, where a factor of the diet has 
shown such importance in establishing anti-bodies or in combating infectious disease. 


Obviously— 
YEAST VITAMINE-HARRIS (TABLETS) 


and 


BREWERS’ YEAST-HARRIS 
(Medicinal Powder) 


are indicated in such infections as—Hidden Foci (Suspected or known) 


GRIPPE—INFLUENZA—PNEUMONIAS 


and isolated pus areas, which often follow these. 


Are Pellagra and Herpes Related? 


Since Dr. Goldberger (U. S. P. H. Service) cured cases of pellagra with Brewers’ Yeast- 
Harris and Dr. Gerstenberger (Lakeside Hosp. Cleveland) successfully treated Herpes with 
Yeast Vitamine Tablets (Harris), are these diseases similar in origin and were they cured by 
“immunity building” or by supplying Vitamine-B deficiency? 


BREWERS’ YEAST-HARRIS 
AND 


YEAST VITAMINE-HARRIS (TABLETS) 
are indicated in both. 


Sample bottle $1.00 


THE HARRIS LABORATORIES 


Tuckahoe, New York 


a 
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‘QOhere Digaler. is now made 0 9 
The central administration building of. 
The new Roche "laboratories at Mew Jersey 


J Jorthe heart 
DI GALEN 


The first injectable digitalis ever made 
available—Always the first choice of © 
_many distinguished cardiologists 


and unlimited facilities, who made possible the _ 
® first use of digitalis by injection. Digalen has long 
been in extensive use. Its use is world-wide. When- 
,ever the heart is still responsive to digitalis Digalen , 
f: may be counted on to give prompt support. That is 
~ the point that. makes and holds users of Digalen. 


._A trial vial for your bag on request 

Hoffmann-La Roche; Inc. 

Makers of Medicines of Rare Quality * 
NUTLEY, NEW 


[: was ‘Roche’ chemists, with their exacting skill 


ae 
COUNCIL 
\ 
¥ orally: g to 32 minims ee. 
satio™ is a. 
Reduce dosage gradually: 
By injectio™® in critical 
cases» inject 2 °° pre’. : 
ferabl into the fol- \\ 
\\ the muscle every 2 hours: 
y~ bed Di alent is pul in vials am: 
we uls oral tablets and det: 
bio mic rablets— 
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Malnutrition, Marasmus 


Infantile Atrophy 
Athrepsia 


Maltose is the 
Most Satisfactory 
Carbohydrate 
to Increase 
Body 
Weight 


= Maltose 


is the 
Predominating 
Carbohydrate in 
Mellin’s 
Food 


: IMPROVE conditions that may be properly 
grouped under the above-mentioned terms, the 
first thought of the attending physician is an im- 
mediate gain in weight, and the second thought 
is to so arrange the diet that this initial gain will 
be sustained and progressive gain be established. 
Every few ounces gained means progress not only 
in the upward swing of the weight curve, but in 
digestive capacity in thus clearing the way for an 
increasing intake of food material. 

As a starting point to carry out this entirely ra- 
tional idea, the following formula is suggested: 
Mellin’s Food 8 level tablespoonfuls 

Skimmed Milk 9 fluidounces 

Water 15 fluidounces 
This mixture furnishes 56.6 grams of carbohy- 
drates in a form readily assimilated and thus 
quickly available for creating and sustaining heat 
and energy. 
This mixture supplies 15.5 grams of proteins for 
depleted tissues and new growth, together with 
4.3 grams of mineral salts which are necessary 
in all metabolic processes. 
These food elements are to be increased in quan- 
tity and in amount of intake as rapidly as con- 
tinued improvement is shown and ability to take 
additional nourishment is indicated. 


A pamphlet devoted exclusively to this subject and a liberal supply of 
samples of Mellin’s Food will be sent to physicians upon their request. 


Mellin’s Food Company, Boston, Massachusetts 


October 1929 


| 
Hl | 
| | 
| 
| 
| 
| | 
| 
| | 
| 
| 
i 
| | 
| 
li 
| 
he | 
| | 
il 
! 
| 
| | 
| 
i | 
| | 


Vol. XXII No. 10 SOUTHERN MEDICAL JOURNAL 


Neoarsphenamine canbe 
made dangerously safe/ 


i Kotmer, in his textbook Chemotherapy and 

§ i Treatment of Syphilis, 1926 edition, page 912, 

HS 7; writes: “I believe that a high incidence of 
tertiary syphilis will be observed in the next 
ten to twenty years among syphilitics who be- 
lieved themselves cured by series of injections 

_ of some brands of neoarsphenamine being 
employed today in the treatment of acute 
syphilis. Manufacturers of neoarsphenamine 
are laying entirely too much stress upon the 
flash solubility and low toxicity of their prod- 
ucts; more attention should be given to their 
curative activity. In the competitive race for 
compounds of low toxicity, spirocheticidal ac- 
tivity has been overlooked and, I believe, that 
with some brands at least, technical procedures 
resulting in the lowering of toxicity for the 
rat have at the same time lowered toxicity for 

The therapeutic activity the spirochete of syphilis.” 

of any neoarsphenamine 

is the index of its worth 4 

and the future progress 

of your luetic cases de- 

pends on this factor. 


Tx production of Squibb Neoarsphenamine is controlled 
to yield a product of highest possible therapeutic (spirocheticidal ) 
activity and at the same time to provide ample margin of safety 
from the standpoint of toxicity. Laboratory studies indicate that 
attention cannot be directed exclusively to the lowering of the 
toxicity of the product without danger of patients paying the pen- 
alty after five, ten, or twenty years. 


Squibb’s Neoarsphenamine improved is now available and 
is prepared solely from the therapeutic viewpoint. It is not only 
readily soluble and of low relative toxicity, but its effectiveness 
is measured in terms of permanency of therapeutic benefit to your 
luetic patients. 


Neoarsphenamine Squibb is distributed in ampuls containing 
0.15 Gm., 0.3 Gm., 0.45 Gm., 0.6 Gm., 0.75 Gm., and 0.9 Gm. 


(Write to our Professional Service Department for Literature) 


E-R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858) 
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GILLILAND BIOLOGICAL 
PRODUCTS 


Prepared under U. S. Govt. License No. 63. 


4 RABIES VACCINE 
(Semple Method-Killed Virus) 


The Gilliland 14-dose Anti-Rabic Treatment is safe and efficient and a high 
degree of immunity follows its administration. Since the period of incubation of 
Rabies is sometimes short, the 14-dose treatment offers a better opportunity for an 
early development of immunity. 


The Gilliland 14-dose Anti-Rabic Treatment is supplied in one package. Each 
dose is of the same strength and is furnished in a glass syringe, with sterile needle, 
ready for direct administration. 


SMALL-POX VACCINE 


Gilliland Small-pox Vaccine may be relied upon at all times, it being a 
pure and safe product of guaranteed potency. It is furnished in clear glass capil- 
lary tubes, hermetically sealed, with sterile needles for scarifying, and rubber bulb 
for expelling the virus. 


q TETANUS ANTITOXIN 


Gilliland Tetanus Antitoxin is ultra-concentrated and refined, being prepared 
in accordance with the most recently improved methods, insuring high potency 
with a low total solid content. 


Gilliland Biological Products are used, under contract, by the State 
Boards of Health in Alabama, Illinois, Kentucky, Maryland, Pennsylvania, 
Texas and Virginia, and also by many large cities throughout the Country. 


The Gilliland Laboratories 


Producers of Biological Products 
MARIETTA, PA. 
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BALYEAT HAY-FEVER AND ASTHMA CLINIC 


1209 Medical Arts Building Oklahoma City, Okla. 
Ray M. Balyeat, M.A., M.D., Director 


Pollen House Laboratory 


The Clinic is devoted exclusively to the study and treatment of asthma, hay-fever, and 
allied diseases (certain types of eczema, urticaria and migraine). 

Patients referred to the Clinic will be thoroughly investigated, material for treatment 
prepared, and returned to their doctor for further care. 


CHEVY CHASE SANATORIUM 


Tennyson and 32nd Streets Washington, D. C. 


For MENTAL and NERVOUS CONDITIONS 


Full Staff of Consulting Specialists. Physician in Charge gives entire time to study and care of 
individual patients. Capacity limited and only selected cases admitted. Rooms private and com- 
fortable. Seven acres of wooded lawn in exclusive residential section of Nation’s Capital. Tennis 
Courts, Croquet courts, complete Hydro-Therapy equipment. Delightful environment and private 
home atmosphere, ideal for resting shattered nerves. Every effort is made to maintain the 9 
standard of efficiency and ethics. Rates, based on individual requirements, are in keeping with gen- 
eral hospital charges. 
Maurice L. Townsend, M.D., Physician in Charge 
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May We Send You A Booklet? 


BLACKMAN HEALTH RESORT, Inc., 


2140 Peachtree Road, N. W., Atlanta, Ga. 


General Medical 


New, fireproof, finely ap- 
pointed. Semi-rural setting in 
the best environs of Atlanta, 
one-half mile out. Rates average 
$50 per week, including the 
Baths and room with bath. 

Elaborate hydrotherapy; com- 
plete diathermy-sinusoidal-ultra- 
violet-arc-infrared dep.; dietet- 
ics, colon lavage. 

Clinical and X-ray laboratories. 


Heart-artery-kidney, diabetic, 
digestive, rheumatic, nervous, 
toxic, anemic, underweight and 
overweight cases. Migraine. 
Angina. 


Special Courses In 
Laboratory 
Technique 


We have a six months’ course for the train- 
ing of laboratory technicians, 


We have monthly courses for physicians. 
Special attention to the new Schilling Blood 
work, 


Write for information 


Gradwohl School of 
Laboratory Technique 


3514 Lucas Avenue, 
St. Louis, Mo. 


Hospital For General Diagnosis 


and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An inst'tution devoted to the Research, Study and Diag- 
nosis of all problems in Medicine and Surgery, especial- 
ly of conditions involving the Nervous System. All 
newer methods of Diagnosis, particularly the Chemistry 
of the blood, spinal fluid, secretions and excretions of 
the body are employed. The importance of the body 
metabolism and its relation to diseased conditions is 
emphasized. 

The co-operation of physicians is invited. It is the 
policy of the Hospital to return patients to their home 
and family physician for treatment, at the earliest pos- 
sible moment, after diagnosis is made. Only at the re- 
quest of the patient’s physician will any case be kept 
in the Hospital beyond the necessary period of obser- 
vation. 

A complete staff of skilled specialists in co-operation. 

For further particulars regarding rates, etc., write 


DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 


“Norways” Hospital for General Diagnosis 
and Nervous Diseases. 


GRACE LUTHERAN SANATORIUM 


FOR TUBERCULOSIS 


San Antonio, Texas 


MODERN institution in beautiful San 

Antonio. Climate unexceHed the year 
round for treatment of tuberculosis. Pri- 
vate rooms with bath and sleeping poech; 

1 tt ; high-class accomm 
tions; Rediegraphic and Fluoroscopic serv- 
ice; complete medical staff; moderate rates. 
For booklet and information address 
REV. on F. HEIN, D.D., Supt., 
. O. Box 214 
SAN ANTONIO, TEXAS 
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A Quarter Century of Efficient Operation 


In the Treatment of 
ALCOHOLISM...DRUG ADDICTION...MENTAL AND NERVOUS DISEASES 
Our Alcoholic and Drug Treatment is One of Gradual Reduction 


This is a modern institution surrounded by five acres of beautifully wooded grounds just twenty minutes ride from all 
railroad stations. Rates $25.00 a week and upward—includes private room, board, nursing, tray service and medical 
supervision. 


ADDRESS E. W. STOKES, M.D., MEDICAL DIRECTOR 
(Telephone East 1488) 923 Cherokee Road, Louisville, Ky. 


DR. STOKES SANATORIUM 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


APPALACHIAN HALL 


ASHEVILLE, N. C. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all-the-year- 
round health resorts of the world, where climate, air, water and scenery are unsurpassed. 
Five separate buildings, thoroughly modern, afford ample facilities for the classification 


and separation of patients. 
Treatment is limited to Nervous and Mental Diseases, Selected Cases of Alcoholic 
and Drug Habituation. 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage _ extensively 
used. The two physicians in charge reside in the Institution and devote their entire 


time to the care and treatment of the patients. 


For information booklet write Drs. Griffin and Griffin. 


= 
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THE ATLANTA NEUROLOGICAL HOSPITAL 


At 


BROOK HAVEN MANOR 
4070 Peachtree Road, ATLANTA, GEORGIA 


NEWDIGATE M. OWENSBY, M. D. 


Director 


1210 Medical Arts Building Atlanta, Georgia 


SALASCO SANITARIUM SCHOOL 


For Nervous and Retarded Children 
Alexander, Arkansas 


A home and school for a limited ber of y ger chil- 
| dren. It makes a strong appeal to those desiring for their chil- 
{| dren individual care, in beautiful surroundings. 

' The children have constant medical supervision, special 
_ attention given to habit training, corrective physical work, motor 
* control and speech development. 

Situated in the suburbs of Little Rock, on a tract of forty 
acres, an ideal location, readily accessible by hard surface 
highway. 

Letters of inquiry may be addressed either to school or 
to city office, 508 Federal Bank and Trust Bldg., Little 
Rock, Ark. 


R. F. DARNALL, M.D., Founder and Superintendent 


HIGH OAKS SANATORIUM 


Established 1887 


Lexington, Kentucky 
1000 Feet Elevation 


For the Treatment of Nervous and Mental Diseases, 
Liquor and Addictions 


Every approved method of treatment applied as indicated after thorough clin- 
ical and laboratory examination of patient. Constant expert medical supervision 
and specially trained nurses. Complete hydrotherapeutic equipment. Although a 
fully equipped institution, the sanatorium has a comfortable, home-like atmosphere. 


New brick buildings, rooms with and without private baths. Extensive, beau- 
tifully wooded grounds in the heart of the blue grass region; a short drive from 
the famous scenery of the Kentucky River. 


Music. Billiards and pool, tennis, croquet and other in and outdoor games. 
Eighteen hole golf course available. Frequent automobile drives. 


For complete information, address 
DR. GEO. P. SPRAGUE, Supt. 
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FOR NERVOUS AND MENTAL DISEASES 


HILL CREST SANITARIU M nop sztectep cases OF ADDICTION 


Hill Crest Le sma is ideally located on the crest of Higdon Hill on the proposed Scenic Highway overlooking the 
city. All modern bui. s for convalescent women patients. Several acres of well shaded lawn. 
Adequate nursing service maintained. Gheningae B. L. Wyman, M.D., it's. Ward, M.D., C. M. Rudulph, M.D. 


JAMES A. BECTON, M.D., Physician in Charge. P.O. Box 96, Woodlawn, Birmingham, “ala., Phone Wdl, 1200 


SAM E. THOMPSON, M.D. H. Y. SWAYZE, M.D. WM. R. FICKESSEN, M.D. 


Main Building. There are 36 Cottages with Mod Con 


THE THOMPSON SANATORIUM 
KERRVILLE, TEXAS 


FOR THE TREATMENT AND EDUCATION OF TUBERCULOUS PATIENTS 
X-Ray and Laboratory Graduate Nurses 
Ideal all year climate. Seventy-five miles northwest of San Antonio—1400 feet higher 


‘ 
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STUART CIRCLE HOSPITAL, Richmond, Va. 


STAFF 
General Surgery Obste Internal Medicine: Ophthalmology, Oto-Laryngology: 
Robert C. Bryan, M. 'D., F.A.C.S. — tii M.D. Alex G. Brown, Jr., M.D. Clifton M. Miller, M.D. 
N. Michaux, M.D., eT Ben H. Gray, M.D. Manfred Call, M.D. R. H. Wright, M.D. 
Charles R. Robins, M.D., F.A.C.S. Physiotherapy: 
Mark W. Peyser, M.D. 


With consulting offices for the staff, laboratories, surgical and obstetrical operation rooms, equipment for the treat. 
ment of medical cases and a training school for nurses the STUART CIR itn tt hg is a 
hospital for private patients. CHARLOTTE PFEIFFER, R. N., Superintendent. 


DR. MOODY'S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addiction 


and Nervous Invalids Needing Rest and Recuperation. 


Established 1903. Strictly ethical. Location delightful summer and winter. Ap- 
proved diagnostic and therapeutic methods. Modern clinical laboratory. Seven 
buildings, each with separate lawns, each featuring a small separate sanitarium, 
affording wholesome restfulness and recreation, in doors and out doors, tactful 
nursing and homelike comforts. Bath rooms en suite, 100 rooms, large galleries, 
modern equipment, 15 acres, 350 shade trees, cement walks, playgrounds. Sur- 
rounded by beautiful park, Government Post grounds and Country Club. 


T. L. MOODY, M.D., J. A. McINTOSH, 
Supt. and Res. Physician. Res. Physician. 
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In the Heart of the South 


GORGAS HOTEL-HOSPITAL 


Built and operated by the SEALE HARRIS CLINIC for the diagnosis and treatment of internal dis- 
eases, particularly gastro-intestinal, cardio-vascular-renal, nervous, and metabolic diseases. Speci 
courses of instruction for diabetics. Excellent summer climate. Rates reasonable. 


Highland Avenue at Sycamore Street 


Birmingham, Alabama 


Richmond, 


McGuire Clinic 


ST. LUKE’S HOSPITAL 


Medical and Surgical Staff 


Virginia. 


General Medicine 


Garnett Nelson, M. D. 
James H. Smith, M.D. 
Hunter H. McGuire, M.D. 
Margaret Nolting, M.D. 
John Powell Williams, M.D. 
Kinloch Nelson, M.D. 

Pathology and Radiology 
S. W. Budd, M.D. 


Roentgenology 

A. L. Gray, M.D. 

J. L. Tabb, M.D. 
Urology 

Austin I. Dodson, M.D. 


General Surgery 
Stuart McGuire, M.D. 
W. Lowndes Peple, M.D. 
Carrington Williams, M.D. 
W. M. Junkins, M.D. 
Orthopedic Surgery 
William T. Graham, M.D. 
D. M. Faulkner, M.D. 
Dental Surgery 


John Bell Williams, D.D.S. 
Guy R. Harrsion, D.D.S. 


Eye, Ear, Nose and Throat 
Thomas E. Hughes, M.D. 
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WAUKESHA SPRINGS SANITARIUM 


For the Care and Treatment of 


NERVOUS DISEASES 


Building Absolutely Fireproof 


BYRON M. CAPLES, M.D., Medical Director 
FLOYD W. APLIN, M.D. 
L. H. PRINCE, M.D. 


POTTENGER SANATORIUM 


MONROVIA, CALIF. 


for Diseases of the Lungs and Throat 
F. M. Pottenger, A.M., M.D., L.L.D., Med. Director 
J. EB. Pottenger, AB. M.D., Asst. Med. Director 
and Chief of Laboratory 
S. P. Bittner, M.D., Resident Physician 
Situated on the Southern slope of the Sierra Ma- 
dre Mountains at an elevation of 1,000 feet. Win- 
ters delightful; summers cool and pleasant. Thor- 
oughly equipped for the scientific treatment of tu- 
berculosis. A clinic for the diagnosis and study of 
such non-tuberculous diseases as asthma, lung ab- 
scess and bronchiectasis is maintained in connec- 
tion with the Sanatorium. 
Address POTTENGER SANATORIUM, 
Monrovia, Calif., for particulars 
Angeles Office, 
1212-14 Wilshire Medical Building, 
1930 Wilshire Boulevard 


EXPERIENCE 


HE Pope Hospital was founded in 

i 1890 and the intervening years have 

found us keeping step with the best 
medical thought of the times. 

This hospital is thoroughly equipped 
for the treatment of Neurological and 
Internal Medicine cases. Careful diagnosis 
and individual study of every case always 
precede treatment. Modern laboratory 
methods eliminate all risk of guesswork. 


Our methods include: Hydrotherapy, 
Electrotherapy, Galvanic, Sinusoidal, Static, 
Thermotherapy, Mechanotherapy, Faradic, 
High Frequency and Diathermy. 

4 No insane, morphine, alcoholic or other 
High Frequency and Light Room objectionable cases received at this institu- 
tion. Complete co-operation = home 
= physician always. For further information 

All Forms of Lights, Mec- or copy of new booklet address 


hanical Vibration and Swedish 


Movements are available at . THE POPE HOSPITAL 


The Pope Hospital in the treat- Incorporated 
ment of patients referred to LOUISVILLE, KY. 


this institution. 
CURRAN POPE, M. D. 


Medical Director 
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CITY VIEW SANITARIUM 


For MENTAL and NERVOUS DISEASES and ADDICTIONS 
ESTABLISHED IN 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and equipped with every facility for the comfort, care and 
treatment of the class of patients received. Situated in the midst of a fifty-acre tract, and surrounded by large groves 


and attractive lawns. Two resident physicians. Training school for nurses. 
References: The medical profession of Nashville 


NASHVILLE JOHN W. STEVENS, M.D., Physician-in-Charge TENNESSEE 
R. F. D. No. 1 


On Murfreesboro Pike, one-halt mile east of old location 


BRAWNER’S SANITARIUM 


ATLANTA, GEORGIA 
For Mental and Nervous Diseases, 


A modern neuropsychiatric hospital with special 
laboratory facilities for the study and treatment 
of early cases. Also a department for the treat- 
ment of drug and alcoholic addictions. 

The Sanitarium is located on the Marietta Elec- 
tric Car Line ten miles from the center of At- 
lanta, near Smyrna, Ga. The grounds comprise 80 
acres. The buildings are steam heated, electrically 
lighted, and many rooms have private baths. 

Address communications to Brawner’s Sanita- 
rium, Smyrna, Ga., or to the city office, 157 
Forrest Avenue, N. E., Atlanta, Ga. 


Dr. Jas. N. Brawner, Medical Director. 
Dr. Albert F. Brawner, Resident Physician. 


ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, TEXAS 
For Nervous Diseases and Selected 
Cases of Mental Diseases. 


(Incorporated under laws of Texas) 
BRUCE ALLISON, M.D. 
Superintendent 
JAS. D. BOZEMAN, M.D. 
Resident Physician 
DRS. W. L. ALLISON 
and JNO. S. TURNER 
Consultants 
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LYNNHURST SANITARIUM 


Situated in the suburbs of Memphis in a natural park comprising 28 acres of beautiful woodland and ornamental 
shrubbery. Modern and approved methods in construction and equipment. Sanitary plumbing, low-pressure steam heat, 
electric light, fire protection and an abundance of pure water. The elegance and comforts of a well appointed home. 
Rooms single or en suite with private bath. Facilities for giving Hydrotherapy, Electrotherapy, Massage, Physical Cul- 
— and Rest Treatment. Experienced nurses and house Physician. An improved treatment for Opium-Morphin Ad- 
iction. 
S. T. RUCKER, M.D., D‘rector Medical Department 
Memphis, Tenn. Bell Teleph Cc cti 


“> 


‘THE HENDRICKS. LAWS 


= THE OXFORD RETREAT 


Chas. M. Hendricks, James W. Laws OXF. . 
Medical Directors : ORD, OHIO 


FOR 

A modern and thoroughly equipped private 
institution for the treatment of all forms of Nervous 
tuberculosis, located at an ideal point, where at- and 
mospheric conditions approach perfection in ‘i 
the treatment of such disorders. For full in- Mild Mental Cases 
formation, address T. B. Craft, Business Man- R. HARVEY COOK 
ager. Physician in Chief 


Altitude 4,000 feet. Percentage of Humidity .40 


335 Sunny Days. Average Rainfall 9.12 inches. Write for Descriptive Circular 


FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS 
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ST. OSEPH'S SANATORIUN M. El Paso, Texas 


For Tuberculosis 
THE SISTERS OF ST. JOSEPH 
W. L. Brown, M.D., F.A.C.S. G. Werley, M.D. Stephen A. Schuster, M.D., F.A.C.S. 


Surgery Consultation Franklin P. Schuster, M.D., F.A.C.S. 
Paul Gallagher, M. D. Internal Medicine Ophthalmology and Otolaryngology 
Chest Surgery F. D. Garrett, M.D. J. W. Cathcart, M.D., F.A.C.R. 
K. D. Lynch, M.D. Gastroenterology CS H Meson, MD. 
L. B. Bais, DDS. Rosntgenology 
Dental S: W W. Waite, M.D. 
BA MD. Bacteriology and Pathology 
. Duncan, M.D. : 
Consultation Orville E. Egbert, M.D. D. G. Arnold, M.D. 
Internal Medicine Medical Director Resident Physician 


THE STEWART HOME TRAINING SCHOOL, Frankfort, Ky. 


For the Care and Training of MENTALLY DEFECT IVE CHILDREN 


Expert training, mental development and 
care by specially trained teachers, nurses 
and physician who has devoted his life to 
the study and treatment of cases of arrested 
mental development. 

Delightfully located in the beautiful 
blue grass region of Kentucky. Five hun- 
dred acres of lawn and weodlond for pleas- 
sure grounds. Seven el 
buildings, electrically lighted "ol steam 
heated. Highly endorsed by prominent 
physicians. Write for descriptive catalogue. 
Address 


DR. JOHN P. STEWART 
Box M, Frankfort, Ky. 


THE WINYAH SANATORIUM 


OPERATED BY THE VON RUCK MEMORIAL SANATORIUM, Inc. 
Established in 1888 by Dr. Karl von Ruck 
ASHEVILLE, N. C. 


Medical Staff: Dr. R. E. Flack, Dr. Edw. W. Schoenheit, Dr. Louis Dienes 


A Modern and completely equipped 
institution for the treatment of tuber- 
culosis. High-class accommodations, 
Strictly scientific methods. For par- 
ticulars and rates write to 


WM. A. SCHOENHEIT, 
Business Manager. 


(Please mention this Journal) 
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THE TUCKER SANATORIUM, INC. 


MADISON AND FRANKLIN ST REETS, RICHMOND, VIRGINIA 


This is the Private Sanatorium for the Neurological Practice of Drs. Beverley R. Tucker 
and R. Finley Gayle 


° The Tucker Sanatorium is for the treatment of nervous diseases. Insane and acute alcoholic cases 
are not taken. The Sanatorium is large and bright, surrounded by a lawn and shady walks and large 
verandas. It is situated in the best part of Richmond and is thoroughly and modernly equipped. 
There are departments for message, medicinal exercises, hydrotherapy, occupation and electricity. The 
nurses are specially trained in the care of nervous cases. 


St. Elizabeth’s Hospital 
Drs. Keith, Keith 


Staff and Bell 


. Shelton Horsley, and Gynecology 
. S. Horsley, M.D lastic, Thoracic and 
General 

Wm. H. Higgins, M.D., Internal Medicine 

O. O. Ashworth, M.D., Internal Medicine 

Austin I. Dodson, M. D. Urology 

Fred M. Hodges, coy Roentgenology 

Thos. W. Wood, DDS, Dental Surgery 

Helen Lorraine, Medical Illustration 


Administration 


N. E. Pate Busi Manager 


SCHOOL FOR NURSES 


The Training School is affiliated with Johns 
Hopkins Hospital in Baltimore for a three months’ 
course, each, in Pediatrics and Obstetrics. A course 
~ Public Health Nursing is given as an elective 

e Senior year at the Richmond School of 
Social Work and Public Health which is a depart- 
ment of William and Mary College. All applicants 
must be graduates of a high school or have the 


Address 


Superintendent of Nurses 


746 Francis Bldg. Louisville, Ky. 


' Modern equipped X-Ray Laboratories 
at 
Office and Hospitals for 
Diagnosis and Therapy 


An ample supply of Radium for 

the treatment of superficial and 

deep lesions in which radium is 
indicated. 


J. PAUL KEITH D. Y. KEITH 
; JOS. CLARK BELL 


SAINT ALBANS SANATORIUM 


RADFORD, VA. 


Medical Staff: 
J. C. KING, M.D. 
IRA C. LONG, M.D. 


A modern, ethical Institution, fully 
equipped for the diagnosis, care and 
treatment of medical, neurological, mild 
mental and addiction cases. Ideal loca- 
tion, 2000 feet above sea level. Rates 
reasonable. Railway facilities excellent. 


Write for full details. 
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VON ORMY COTTAGE SANITORIUM of Tuberculosis 


W. R. GASTON, Manager F. C. COOL, Assistant Manager R. G. McCORKLE, M.D., Medical Director 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tub 1 pati at mod- 
erate rates. For Booklet and other information please address the Manager. 


WALTER R. WALLACE, M.D. HUGH W. PRIDDY, M.D. 


THE WALLACE SANITARIUM 
MEMPHIS, TENN. 
(SUCCEEDING THE WALLACE-SOMERVILLE SANITARIUM) 
For the Treatment of Drug Addictions, Alcoholism, Mental and Nervous Diseases 
Located in the Eastern Suburbs of the City—Sixteen Acres of Beautiful Grounds 
All Equipment for Care of Patients Admitted 
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The Cincinnati Senitarion 


For Mental and Nervous Diseases. 
A strictly modern hospital fully equipp 
for the scientific treatment of nervous 
and mental affections. Situation retired 
and accessible. For details write for 
descriptive pamphlet. 


F. W. Langdon, M.D., 
Robert Ingram, M.D., 
Consultants 
Johnston, M.D., 
‘Medial Director 


H. P. COLLINS, Business Manager 
Box No. 4, College Hill 
CINCINNATI, OHIO 


“REST COTTAGE” Cottage Hill, Cincinnati, Ohio 


For purely ner- 
vous cases, nutri- 
tional errors and 
convalescents. 


Completely 
equipped for hy- 
drotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 


F. Langdon, 
Robert In 
M. D. 
Visiting 
Consultants. 


Johnston, 
Medical 
Director. 


H. P. Collins, 
Bus. Mgr., Box 
No. 4, College 
Hill, Cincinnati, 
Ohio. 
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South Mississippi 


Infirmary 


Established 1901 


Standardized 
GENERAL HOSPITAL 
RADIUM AND X-RAY CLINIC 


W. W. CRAWFORD, M.D. 


Surgeon-in-Chief 


HATTIESBURG, MISSISSIPPI 


Ambler Heights 


Sanitarium 


Conducted for incipient and 


convalescent tuberculous cases. 
ASHEVILLE, N. C. 


Equipment and methods rated (monthly 
average) 99% by the Asheville Board of 
Health for four years. Booklet and in- 
formation upon request. 


Address 


DOCTORS AMBLER & AMBLER 
P. O. Box 1861, Asheville 


WESTBROOK SANATORIUM 


Richmond 


Department for Men: 


J. K. Hall, M. D. 
O. B. Darden, M. D. 


Telephone—Boulevard 1220 


Department for Women: 


P. V. Anderson, M. D. 
J. H. Royster, M. D. 


Virginia 


E. H. Alderman, M. D. 


The instituticn is situated just beyond the northern border of the city on the Richmond-Washington automo- 
bile highway. 

The scope of the work of the Sanatorium is limited to the diagnosis and the treatment of nervous and mental 
disorders and to the addictions to drugs and to alcohol. It affords also adequate facilities for rest and upbuilding 
under medical and nursing supervision. 

The medical staff devotes its entire attention to the patients in the Sanatorium. 

The institution maintains a school for trained attendants in which instruction in the care of the nervous and 
mentally sick is emphasized. 

There are twelve separate buildings for patients, with 150 beds. Such a large group of buildings makes pos- 
sible the more congenial grouping of patients. Rooms may be had single or en suite, with or without private bath. 
There are a few small cottages for the use of individual patients. 

__A comprehensive general physical and nervous examination is made of each patient. A mental examination is 
made when indicated. The examination is typed and a Copy of it is available for the referring physician. Complete 
X-ray equipment has been installed. A dental room has been fitted up and a complete dental investigation is a part 
of the general survey. 

A skilled teacher gives practical daily instruction to small groups in the arts and crafts. Helpful and interesting 
occupation in the out-of-doors is made possible for the men patients in the vegetable and flower gardens, on the 
truck farm, in the poultry yards, and in the dairy. 

There are bowling, tennis, croquet, and pool. There is a movie and a dance every week. On Sunday evening 
there is chapel service. 

Detailed informa . is available for physicians. 
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Subjects. 


the year. 


NEW YORK POST GRADUATE 


MEDICAL SCHOOL AND HOSPITAL 


Announces new courses 


PEDIATRICS 


Physical Diagnosis, Practical Pediatrics, Infant Feeding, Communicable Diseases, 


Gastro-intestinal Disorders of Childhood, Malnutrition, Bedside Rounds and Allied 


Courses are of one, three and six months’ duration and are continuous throughout 


For descriptive booklet and further information, address 
THE DEAN, 306 East Twentieth Street 


NEW YORK CITY 


Post Graduate 
Courses 


In All Branches For 
PHYSICIANS AND 
SURGEONS 


LABORATORY AND X-RAY 
TRAINING FOR PHYSICIANS 
AND TECHNICIANS 


Graded Courses in 


EYE, EAR, NOSE AND 
THROAT 


For Further Information Address 


POST GRADUATE HOSPITAL 
AND MEDICAL SCHOOL 


2400 S. Dearborn St. Chicago, Illinois 


The Tulane University of 
Louisiana 


GRADUATE SCHOOL OF 
MEDICINE 


Approved by the Council on Medical Educa- 
tion of the A.M.A. 


Post-graduate instruction offered in all branches 
of medicine. Courses leading to a higher de- 
gree have also been instituted. 

A bulletin furnishing detailed information may 
be obtained upon application to the 


DEAN 


GRADUATE SCHOOL OF 
MEDICINE 


1551 Canal Street 
New Orleans, La. 


October 1929 
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(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America.) 
We Announce 
FOR THE GENERAL PRACTITIONER 
A combined course comprising 
INTERNAL MEDICINE : SURGERY 
PEDIATRICS NEURO-SURGERY 
GASTRO-ENTEROLOGY UROLOGY 
DERMATOLOGY PROCTOLOGY 
NEUROLOGY GYNECOLOGY (Surgical- 
OBSTETRICS Medical) 
PHYSICAL THERAPY OPHTHALMOLOGY ORTHOPEDIC SURGERY 
PATHOLOGY and OTOLOGY TRAUMATIC SURGERY 
BACTERIOLOGY RHINOLARYNGOLOGY THORACIC SURGERY 
FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER: 345 West 50th Street, NEW YORK CITY 
Pr sity Courses for Physicians 
Regular graduate medical courses of one, and under certain circumstances of two and 
of years’ duration, leading to appropriate certificates or graduate —— degrees in the : Soe 
separately organized and satiated clinical and medical science departments: Internal Med- 
Pe nusyluania *Pathology, *Bacteriology-Immunology, 
In every course the registration quota is limited. All of the stated regular rses begin an- 
Se nually in mid-October except in the case of departments designated by the png ks, wherein the 
courses begin whenever vacancy A two or ac- 
Parasitology and Tropical Medicine; Gastroenterology; Allergy; Diabetes Mellitus, ‘Arterial H: per- 
of Medicine tension and Obesity; Electrotherapeutics; Intubation; Basal ‘Metabolism; Clinical Dermatology; 
Neuroanatomy, Neurophysiology and logy; Clinical Opera: 
——_—_—_—_— tive Surgery and Surgical Anatomy; Gynecology "tor the Genera] Practitioner; 'ystoscopy 
(Women); Orthopedic Diagnosis; Operative Orthopedics; Ophthalmic Operations; Ocular Peri- 
The Medico-Chirurgical metry; Ocular —— Refraction; Slit Lamp Microscopy ; Ophthelmia 
College = — .aryngologic “(Cadaver) Operations; Correction of Defects of Speech; Clin- 
em 


Address: Dean, Graduate School of Medicine, University of Pennsylvania, Philadelphia 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 
COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two years of college work, including English, Chemistry, Biology 


and Physics, in addition to an approved four years high school course. 
Facilities for Teaching—Abundant laboratory space for equipment. 


Two large general hospitals 


absolutely controlled by the faculty and several hospitals devoted to specialties, in which clinical teach- 


ing is done. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 


Baltimore, Md. 
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AT THE MENOPAUSE 


The distressing symptoms that so frequently accompany the climacteric, but more particularly the ag- 
gravated symptoms of the artificial menopause, are often controlled by the administration of 
LUTEIN TABLETS, H. W. & D. 
LUTEIN SOLUTION AMPULES, H. W. & D. 
The choice of the medication depends, of course, on the judgment of the physician as to whether oral or 
hypodermatic administration is indicated. Both products represent the 
CORPUS LUTEUM OF THE SOW 


unmodified by treatment with solvents or by exposure to temperatures above animal body heat in the 
drying process. All separation of extraneous matter is made by mechanical means and all drying is 
in vacuo. The unaltered corpus luteum should, therefore, be presented in our products and clinical ex- 
perience with them should demonstrate their therapeutic activity. 

Ovarian dysfunction as evidenced in dysmenorrhea and amenorrhea is also an indication for Lutein medi- 
cation, and if the diagnosis of such dysfunction is reasonably well established, definite therapeutic re- 


sults may be expected. 
WHOLE OVARY TABLETS, H. W. & D. 
OVARIAN RESIDUE TABLETS, H. W. & D. 


are also offered for those who prefer, for certain indications, the use of the whole gland or of the residue 
remaining after corpus luteum separation. 
LITERATURE FURNISHED Upon REQUEST 
H. W. & D—SPECIFY—H. W. & D—SPECIFY—H. W. & D—SPECIFY—H. W. & D. 


HYNSON, WESTCOTT & DUNNING 
BALTIMORE, MD. 


HARVARD MEDICAL SCHOOL 
Courses for Graduates 


offers a new 


General Course in Internal Medicine 
at the 
Boston City Hospital, Massachusetts General Hospital, Peter Bent 
Brigham Hospital and Boston Tuberculosis Dispensary 


January to April, 1930, inclusive: Daily 9 A. M. to 4:30 P. M. 


The course is arranged for practising physicians who wish a comprehensive re- 
view of internal medicine. The work will consist largely in practical demon- 
strations and individual studies of cases in out-patient departments and wards. 
Each subject will be presented by a member of the staff of the hospital who has 
special knowledge of the subject. 


Attendance limited. Women are admitted. Fee $150 per month. 


For further information apply to the Assistant Dean, Courses for Graduates, Harvard Medical 
School, Boston, Massachusetts. 
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ARTHRITIS DEFORMANS* 
DIAGNOSIS, TREATMENT AND REHABILITATION 


By S. Barr, M.D.,¥ 
Baltimore, Md. 


I am bringing this subject before you today to 
make clear, if possible, the differentiation be- 
tween the various types of arthritis deformans. 
We are speaking very loosely at present when 
we use the term arthritis deformans, and prob- 
ably we are dealing with more than one disezse. 
It is necessary for us to differentiate carefully 
the various types; for the therapeutic remedies 
needed for the cure of these types are very dif- 
ferent. We must also understand that when we 
have cured the disease we have not cured the 
patient. Rehabilitation of the various joints has 
to be accomplished before he can be returned to 
his normal activity. 

For therapeutic purposes arthritis deformans 
may be divided into three classes: (1) arthritis 
deformans of the infectious type; (2) arthritis 
deformans of the atrophic type; (3) arthritis 
deformans of the hypertrophic type. Let us take 
up these three classifications separately, look at 
them from a pathological, clinical and an x-ray 
point of view, and discuss the means of treat- 
ment and the rehabilitation of patients belong- 
ing to each group. 


ARTHRITIS DEFORMANS OF THE INFECTIOUS TYPE, 
OR CHRONIC PROGRESSIVE ARTHRITIS 


Clinically, this is a disease primarily of young 
people. We find it in children as so-called Still’s 
disease, and also in older people, particularly 
about the time of menopause, but it generally 
comes on at the time of puberty. Among its 
manifestations is a swelling of various joints. 
There is an increase of fluid in the knee joints, 


*Clinic, General Clinical Session, Southern Medical 


Association, Twenty-Second Annual Meeting, Ashe- 
ville, North Carolina, November 12-15, 1928. 
of Orthopedic 


*Clinical Professor Surgery, Jchns 


Hopkins University. 


a round cell infiltration of the fibrous lining of 
the joint (capsule), a hypertrophy of the syno- 
vial membrane, and some fibrin formation at 
times within the joint itself. Owing to the round 
cell infiltration, contractions of the ligaments 


and tendons about the joint take place. The 
joint itself becomes swollen, as a result of the 
fluid and hypertrophy of synovial membrane, in 
a symmetrical manner. The swelling is soft, 
and when it occurs in the fingers it generally 
attacks the middle phalangeal joints and a pear- 
shaped deformity is the result. If it attacks 
joints, for instance the spine, a slight amount 
of new bone formation may occur at the attach- 
ment of the lateral or anterior ligament to the 
spine. The swelling in the joints is fluid in 
character and of a tension that only fluid or 
hypertrophied synovial membrane can give. As 
a rule, no new bone formation is in these joints. 
The clinical picture is definite and positive. The 
disease comes on primarily in younger people, 
generally following some infectious process in 
the body. It may occur in children as Still’s 
disease, or later in life following grippe, nasal, 
pelvic and other infections. In these cases there 
may be a slight fever, both general and local, 
although the amount of local temperature eleva- 
tion is extremely mild. One recognizes very 
early the swelling within the joint, and readily 
can. determine if that swelling is soft in char- 
acter, like fluid not under great pressure, or 
synovial membrane pads. In the hands, there- 
fore, we have the typical Hogarth node. Cur- 
iously enough, when the swelling begins in the 
hand it almost invariably begins in the middle 
phalangeal joint. The knuckles then may be- 
come involved, but rarely ever are the distal 
phalangeal joints of the fingers a part of the 
process. In the knee joint we have a similar 
expression, which is that of fluid and thickened 
synovial membrane. This may go on to in- 
volvement of the ankles, the hips, shoulders, 
temporomaxillary and other joints. At times 
the spine, and spine alone, may be involved in 
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Fig. 1-A Fig. 1-B 


Fig. 1-C. 


the process with slight new bone formation and 
marked stiffening of the back which results in 
a loss of the normal spinal motions. Occasion- 
ally, as in the Marie Struempell type of the dis- 
ease, not only do we get a loss of motion in the 
spine, but also the shoulders-and hips may be- 
come involved in the process. On moving the 
joint, particularly the knee joint, a definite soft 
purring sound may be heard by auscultation, and 
even felt by manual examination. This purring, 
which is due to synovial membrane rubbing, is 
entirely different in sound from that which one 
gets in the hypertrophic type of arthritis de- 
formans. 

The blood picture in a case of arthritis de- 
formans of the infectious type shows very little 
change from the picture of normal blood except 
that the leucocyte count is raised slightly in most 
cases, there is a mild grade of secondary anemia, 
and the polymorphonuclear leucocytes are 
slightly increased at the expense of the lymphatic 
elements. 


The x-ray picture is rather characteristic. 
There is an appearance of fluid, the joint is dis- 
tended, and the shadows are changed by the 
thickening of the synovial membrane. There is 
some atrophy of the bone, particularly in its 
epiphyseal portions, so that a slight osteoporosis 
has taken place and this porosis is probably due 
to the lessened activity of the part. Small spurs 
are often found at the attachment of ligamen- 
tous or tendinous structures within the joint, 
as on the tibial spines in the knee, and at the 
attachment of the quadriceps muscle and patella 
tendon to the patella. In joints like those of 


the spine, small spurs are evident at the attach- 
ment of the ligamentous structures to the sides 
In general, therefore, 


of the vertebral bodies. 
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Fig. 1-C 
Fig. 1-A. Arthritis deformans of the atrophic type. 
Fig. 1-B. Arthritis deformans of the hypertrophic type. 
Arthritis deformans of the infectious type. 
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the diagnostic picture is one of a 
joint swollen by fluid, having a def- 
inite tension due to that fluid, or to 
thickened synovial membrane, and a 
slight local elevation of temperature 
associated with contractions always 
in flexion. 


The treatment of arthritis defor- 
mans of the infectious type should 
be aimed first at stopping the in- 
fectious process, and after the infec- 
tious process has been overcome then, 
and then only, should methods of re- 
pair and restoration of joints be in- 
stituted. Before taking up the ques- 
tion of treatment the etiological fac- 
tors in the production of this type of arthritis de- 
formans must be considered. There are, of course, 
many views upon this matter. Some believe that 
it is entirely a digestive condition. Others be- 
lieve that it is due to a disturbance of the in- 
ternal secretions. Others believe that it is en- 
tirely an infectious process. Some think that 
the infection is caused by a parasite, amebic in 
character; others that it is caused by bacterial 
invasion. After sifting the various theories and 
the evidence which has been brought forward 
in substantiation, I think one can hardly get 
away from the fact that bacteria in one form or 
another cause the trouble. The question of 
whether there is a specific organism for arthritis 
deformans of the infectious type cannot yet be 
definitely answered, although the more we study 
the disease the more it is borne in upon us that 
its course is like that of the diseases caused by 
micro-organisms. 

One organism after the other is being elim- 
inated. Most of us now believe that some form 
of streptococcus is the etiological factor, and the 
evidence is growing daily that it is a non-hem- 
olytic streptococcus. The organism gets into the 
tissues, probably through the blood, and may 
lodge in some organ from which it cannot readily 
escape. The local focus of infection may be in 
the frontal sinuses, the ethmoids, sphenoid, ton- 
sils, teeth, the middle ear, the chest, the gall 
bladder, the appendix, the gastro-intestinal tract, 
the kidneys, the ovarian tubes, the bladder, or in 
other inaccessible parts of the human body. 
These organisms are carried by the blood to 
the various joints and they set up pathological 
changes in the fibrous tissue of the joints and 
in the synovial membrane, and may later go 
directly into the joint itself, from which they 
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may be captured by aspiration. I am inclined 
to think that there must be something else in 
the body which combines with the streptococcus 
to cause arthritis deformans of the infectious 
type, and it is well to express it in some such 
manner as this: infection plus X, equals arthritis 
deformans of the infectious type. What X is at 
the present time we cannot answer. We may 
express it by saying that X is heredity, for we 
know that many people are invaded by the strep- 
tococcus who do not get arthritis deformans. If 
there is no specific organism, then something 
within the body must combine with the strep- 
tococcus to form the disease. X may be an in- 
ternal secretion which is pathological, or X may 
be some mal-adjustment of the chemistry of the 
body. If we remove the bacterial part of the 
equation then whatever X may be, arthritis de- 
formans of this type cannot be produced. 

The treatment, therefore, of arthritis de- 
formans is obvious. We must do away with 
the bacteria that are producing the disease. At 
first, after a proper diagnosis has been made, the 
human body is subjected to a careful examina- 
tion so that the state of each organ and each 
cavity may be ascertained, just as a merchant 
takes an inventory of the stock which he has in 
his warehouse. This, of course, demands the co- 
operation of many medical men, for 
no one person is sufficiently trained 
to examine the human body in its 
entirety. Nor can such an examina- 
tion be made in any one office. I find 
that the best results are obtained 
after a four-day examination in a 
hospital where laboratory facilities 
of the highest order are present and 
where one can call upon his col- 
leagues for assistance in all lines of 
investigation. The patient should 
be examined, first by the laryngol- 
ogist, who reports carefully and ac- 
curately on the condition of the nose, 
throat, sinuses and ears. The in- 
ternist reports especially whether 
there is chronic bronchitis, bronchi- 
ectasis, abscess of the lung or ab- 
scesses along the mediastinum, for I 
feel that in certain cases, particu- 
larly in children, an abscess from a 
broken down gland or an abscess in 
the lung is often the seat of the in- 
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to the presence of any abscesses in that region, 
although at the present day I believe that owing 
to a lack of complete study many teeth are sac- 
rificed which would be most useful in proper 
mastication if they had been left alone. The 
gastro-enterologist with his various means of 
examinations, including the study of stools, the 
fluoroscopic examination of the intestines and a 
complete gastro-intestinal series, as well as the 
study of the gall bladder, aids us materially in 
making a positive or negative diagnosis of con- 
ditions within his field. The urologist gives us an 
accurate picture of the function of the kidneys, 
of the condition of the bladder, and of the pros- 
tatic gland. The gynecologist determines for us 
whether the tubes are involved, the condition of 
the bladder in the female, and the presence or 
absence of an endocervicitis. Further laboratory 
examinations are made: a complete urinary 
analysis, and blood examination, both a Wasser- 
mann and differential blood count. Blood cul- 
tures are taken to find out whether there is an 
organism in the blood; the amount of blood 
sugar is estimated, as well as the uric acid. 
The basal metabolism test is made. Phenolphtha- 
lein tests for kidney function are made. It is 


evident, therefore, from the numerous examina- 
tions which have to be made, and their nature, 


fection. The dentist carefully goes 


over the teeth, guided by the x-ray 
examination, and makes his report as 


Synovectomy of left knee. r 
deformans of the infectious type (left, sitting; right, standing). 


Oil injection of right knee. Arthritis 


We 
| 
| 


876 SOUTHERN MEDICAL JOURNAL 


October 1929 


gether with the lymph nodes, is the 
sewerage system for bacteria in the 
human body. In 1914 Rosenow 
pointed out that if cultures were 
made directly from the lymph nodes, 
organisms could be obtained in many 
instances. The ordinary organism 
which affects the human _ body 
acutely, the staphylococcus, strepto- 
coccus, Welch bacillus, dies out very 
rapidly in the lymphatic system. 
From a series of cultures of lymph 
nodes of so-called normal individuals 
and individuals with acute infections, 
such as osteomyelitis, tonsillitis, or 
tuberculosis, we were able to recover 


Fig. 3 
Arthroplasty of jaw for infectious arthritis (left, before operation; 
right, after operation). 


that hospitalization is required until they are 
completed. 

But these examinations alone are not suffi- 
cient. The disease which started as a local in- 
fection has now become constitutional, involv- 
ing many joints as well as ligamentous, fibrous 
and muscular tissues. It does not suffice, there- 
fore, simply to remove the local focus of infec- 
tion. It is necessary to combat and overcome 
the constitutional involvement. We must find 
out just what organism we are dealing with. 
How may this be done? We are aware, of course, 
that we may obtain the organism from the local 
focus of infection if we succeed in finding the 
focus. The removal of the local focus, alone 
is not followed by the recovery of the patient 
since the trouble has become constitutional. If 
the organism is obtained from scme cavity 
which is absolutely walled-off from the outs‘de, 
one may obtain it in pure culture; but examina- 
tion of most parts of the human body gives us 
many organisms. Especially is this true in a 
bacteriological study of the intestinal flora, the 
teeth, and tonsils. It is difficult, therefore, to be 
sure that one has found the organism which is 
the cause of the trouble. It has been our custom 
to try to obtain it in pure culture. It has been 
recovered in pure culture on a few occasions 
from the blood; it has been recovered in pure 
culture in small numbers directly by aspiration 
of the joint involved. 


Lymph Node Culture —The organism may be 
obtained in pure culture most often from the 
lymphatic system. The lymphatic system, to- 


an organism in less than ten per cent. 
On the other hand, we have proven 
that in about 66 per cent of all cases 
of arthritis deformans of the infec- 
tious type an organism in pure culture can be 
obtained. Of the 66 per cent thus obtained 
85 per cent of the organisms were non-hem- 
olytic streptococci, 10 per cent were hemolytic 
streptococci, and the other 5 per cent were 
diphtheroid organisms, which are probably non- 
pathogenic, and there were a few of staphylococ- 
cus albus or aureus. We have, therefore, by 
the removal of the node under perfectly aseptic 
technic, been able to recover an organism in pure 
culture which is probably one element in the 
etiology of arthritis deformans of the infectious 
type. It is not easy to obtain these organisms. 
They do not grow rapidly. They are extremely 
persistent in the node, but it takes a tenacious 
and persevering bacteriologist to recover them. 
I should say that an average period necessary for 
the growth of the organism from a lymph node 
is at least ten days. There are many which 
cannot be demonstrated for three weeks, and in 
one case, at least, it was six weeks before the 
organism grew. Not many bacteriologists have 
the tenacity and steadfastness of purpose to con- 
tinue to incubate or cultivate the culture for this 
period of time. The average bacteriologist, at 
the end of forty-eight or seventy-two hours, if 
he sees no growth consigns his material to the 
refuse jar. 

Cultivation of the lymph node is a method 
of obtaining the organism in pure culture in 66 
per cent of the cases. In the other 34 per cent 
our bacteriological methods may be still too 
crude, or the infection may have burned itself 
out on account of the length of time the patient 
has been suffering with arthritis deformans, or 


= 
4 
4 
: 


Vol. XXII No. 10 


the organism may by this time be so attenuated 
as to be beyond revivification. If a culture is 
isolated an autogenous vaccine may be made 
which will later be used in the treatment of the 
disease. The method of preparing this vaccine 
is as follows: 


Technic of Lymph Node Culture —One goes over the 
lymphatic system of the body and removes a lymph 
node; be it cervical, axillary, inguinal, or epitrochlear. 
which is nearest the joint which seems at that time to 
be most acutely infected. The node is, of course, re- 
moved under perfectly aseptic technic. Immediately on 
removal it is taken to the laboratory for culture. It 
is removed from its container with sterile forceps, flamed. 
and placed in the container in which it is to be mac- 
erated. A Rosenow tissue crusher is ideal for this pur- 
pose as it is simple to use and easily sterilized. After 
the maceration of the node about 5 c.c. of beef ex- 
tract broth are added to it. The resulting emulsion is 
then used to inoculate the various media. The cul- 
ture media in all cases is dextrose ascitic fluid agar. 
The Carrel tube with dextrose ascitic fluid agar, blood 
agar, Loeffler’s medium, brain veal agar, beef extract 
broth both alone and with ascitic fluid, and beef heart 
infusion were the principal media tried. The inocula- 
tion of the Carrel tube with dextrose ascitic fluid is 
done as follows: the dextrose agar tubes are placed in 
a container of hot water, the water brought to a boil 
and kept boiling vigorously for fifteen minutes after the 
agar has melted in order to drive off the oxygen. Occa- 
sional shaking of the boiling tube helps to get rid of 
the oxygen. In each of the two tall sterile culture tubes 
are placed 3 to 4 c.c. of sterile ascitic fluid. One cubic 
centimeter of the emulsion is added to the ascitic fluid 
in one tube and in the other tube is placed the remains 
of the macerated gland. The melted dextrose agar 
which has been cooled down to about 40 degrees is 
then poured into each tube until the tubes are two- 
thirds full. The sealing with sterilized vaseline make: 
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the conditions more anaerobic. The piece of gland tis- 
sue renders the condition more favorable for anaerobes. 


Preparation of Vaccine —After the organism has been 
obtained in pure culture, numerous tubes of various 


types of agar are inoculated with it. After a sufficiently - 


heavy growth appears, usually within thirty-six to forty- 
eight hours, it is washed off with sterile salt solution. 
This suspension is then standardized to contain one 
thousand million organisms per cubic centimeter, after 
which it is sterilized by heating at from 56 to 64° C. 
Tests are made on blood agar to determine whether 
the vaccine is sterile. 

To ascertain whether the vaccine thus made from 
node culture has a specificity for the particular patient 
from whom the organism was obtained a sensitization 
test on the skin is made. A vaccine is made by killing 
the live organisms by boiling. In the 34 per cent of 
cases in which we are unable to obtain an autogenous 
organism from the lymph node, a vaccine is prepared 
from skin sensitization tests made on the individual. 
At all times strains of hemolytic and non-hemolytic 
streptococci are kept in the laboratory. These cultures 
have been obtained by the method described from pa- 
tients who have suffered from arthritis deformans and 
have responded to the vaccine treatment. If, therefore, 
no culture is obtainable from the lymph node the pa- 
tient’s sensitivity to these various strains is ascertained, 
and a vaccine is prepared for him from the organisms 
to which he gives a skin reaction.* 


Treatment of Arthritis Deformans of the In- 
fectious Type-—The treatment of arthritis de- 
formans of the infectious type consists first of 


*I am indebted to the Laboratory of Drs. Baetjer, 
Miller and Rowe; to the Laboratory of Dr. Harold L. 
Amos, of the Johns Hopkins Hospital, and especially 
to Miss Poston, of that Laboratory; also to Miss 
Elizabeth Knight, of the Laboratory of the Children’s 
Hospital School, for the bacteriological work and the 
making of the vaccines. 
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Left hip.—Arthritis deformans of the infectious Arthroplasty of left hip for arthritis deformans of the 


type (before operation). 


infectious type (after operation). 
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the eradication of the focus of infection. If the 
focus of infection can be found and if it is 
amenable to a surgical procedure, that method 
is used to get rid of it; or if it is amenable to 
medical treatment, medical treatment is used as 
a second means. If the tonsils are involved they 
may be removed. If the nose and throat are in- 
volved, or the sinuses, they should be operated 
upon. If there is an abscess of the lung which 
can be reached surgically, that method is pref- 
erable. If we are sure the focus of the dis- 
ease is in the gall bladder, the gall bladder 
should be removed. If there is an abscessed 
kidney the kidney should be removed. Like- 
wise, disease of the tubes and cervix should be 
treated surgically. 

If, on the other hand, one encounters the 
organism in the intestinal tract it should be 
treated medically by antiseptics, high rectal irri- 
gations, and other measures. If the prostate is 
the seat of the trouble, prostatic massage should 
be instituted. If the focus of infection cannot 
be found, or if it cannot be properly treated 
either surgically or medically, then vaccine 
therapy should be used, for this will counteract 
the constitutional disease with which we are 
dealing. The autogenous vaccine described is 
best. When no organism is found in the lymph 
node, vaccine therapy may still be used from 
an organism obtained by sensitization. 


The mode of treatment is to begin with 0.1 c. c. 
of a one hundred million per cubic centimeter 
solution of the vaccine. The dosage should then 
be increased 0.1 c.c. every fourth day, so that 
the first dose should be 0.1 c.c., the second 0.2 
c.c., four days later; third dose, 0.3 c.c. four 
days later, and so on. This should be kept up 
until the patient has had from twelve to sixteen 
doses. If the reaction is considerable, one should 
wait a few days and begin again with a smaller 
dose. After the course of fifteen doses has been 
given one rests for a period of about six weeks, 
when a second series is given similarly. In a few 
cases it will be necessary to give a third series. 
One always strives for a definite constitutional 
reaction of malaise, headache, and even a chill, 
and I am rather prone to push the dosage higher 
than I have indicated. 


As for constitutional treatment, the patient 
should live in the open air and be put on forced 
feeding with no restriction of diet whatsoever. 
As in tuberculosis, the more we build up the 


- body by properly stoking the furnace the quicker 


will be our recovery. Heliotherapy plays an 
important part in stimulating the activities of 


the body. Patients should not be restricted in 
their exercise. If possible, they should not be 
confined to bed. Passive motion to their joints 
should be carried out and they should be en- 
couraged to walk as much as possible. Osler’s 
saying that a trained nurse is the worse thing 
on earth for an arthritic of this type is very 
true. 


One should avoid every kind of thermotherapy, 
hydrotherapy, electrical treatment, and dia- 
thermy in the acute stages before the disease 
has been thoroughly conquered. Naturally, one 
should use splintage and extension to overcome 
a tendency to contraction, and to prevent de- 
formity. We do not claim that this method of 
treatment by eradication of focus and vaccine 
therapy will cure every case, but we would say 
that 75 per cent of the patients so treated have 
given the most gratifying results and so im- 
pressed are we with the improvement that we 
believe the method should be given a much more 
extensive trial. 


Rehabilitation—Rehabilitation differs from 
the treatment of the acute disease. No steps, 
except the prevention of deformity, should be 
attempted in rehabilitation until the disease has 
been conquered. Attempts to improve mobility 
and correct deformity will be of no use and may 
do harm during the acute stage. The character 
of rehabilitation depends upon the amount of 
deformity, the pathological changes which have 
occurred within the joints, and the absence of 
all active foci. When the disease has been over- 
come, in case of spondylitis, if the back has not 
become entirely ankylosed, an attempt should be 
made to straighten the flexed spine. This is 
best done by means, first, of hyperextension un- 
der anesthesia with repeated plaster casts. After 
the back has been fairly straightened, a remov- 
able brace, either of the Taylor or Bennett va- 
riety, should be used and gradual exercises 
should be given to increase the power of the 
weakened erector spinae, quadratus lumborum 
and latissimus dorsi muscles. It is remarkable 
how much straightening can be accomplished if 
the case has not been allowed to go on to com- 
plete ankylosis. In cases where joints are in- 
volved the method of rehabilitation depends 
upon the amount of involvement. If the in- 
volvement is of a minor character the joints will 
spontaneously clear up after removal of the 
focus of infection and vaccine therapy. If con- 
tractures are present, extension may be needed 
to overcome the changes which have taken place 
in the tendons and in the muscles. Thermo- 
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therapy, hydrotherapy, whirl-pool baths, active 
and passive massage, will aid in restoring the joint 
to its normal function. Definite exercises should 
be given to build up muscular strength. If the 
synovial membrane has been very much thick- 
ened and fibrously changed, owing to the round 
cell infiltration, injection of oil under anesthesia 
with passive motion should be given. If the 
thickness of the synovial membrane is great, the 
best method of treating such a joint as the knee 
is by means of a complete synovectomy. The 
results in these cases are astonishing. If the 
joints have gone on to a bony ankylosis, owing 
to destruction of cartilage by the inflammatory 
condition, arthroplasties will have to be done to 
regain the lost mobility. This is especially true 
in ankylosis of the jaw, ankylosis of the hip and 
ankylosis of the elbow. 

One word of caution is necessary in regard to 
anesthesia in arthritic cases, either acute or 
chronic. Arthritis deformans being a constitu- 
tional disease, the fibrous structures of the body 
are most involved and the expansion of the lung, 
associated, at times, with a dry pericarditis, 
makes the use of nitrous oxid dangerous. The 
cases of arthritis deformans which I have lost 
under anesthesia have been only those to whom 
nitrous oxid was given. 


ARTHRITIS DEFORMANS OF THE ATROPHIC TYPE 


The pathology of arthritis deformans of the 
atrophic type differs from that of the infectious 
type in that the lesions are more severe. In this 
type the essential feature is atrophy; atrophy of 
bone, atrophy of muscle, atrophy of cartilage. 
finally leading to ankylosis, an ankylosis that 
simulates a synostosis rather than an ankylosis 
produced by new bone formation. As a rule, the 
synovial membrane entirely disappears, the car- 
tilage is eroded, and one bone fuses into the 
other. The atrophy of the bone is so great that 
if a radiographic picture is made one finds an 
elimination of all joint spaces and the density 
of the bone has been so done away with that 
one can scarcely distinguish bone from the sur- 
rounding soft parts. Clinically, the disease may 
start as a special entity, or it may be the end 
result of an infectious type of arthritis de- 
formans. I should say that the atrophic type of 
arthritis deformans is the end result of the in- 
fectious type in 90 per cent of the cases not 
treated. 


In 10 per cent of cases the true atrophic type 
is present from the onset without the swelling 
of the synovial membrane or the typical picture 
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of a Hogarth’s nodosity. There is a quick and 
rapid destruction of tissue with atrophy accom- 
panied with dislocation or ankylosis, and instead 
of the ordinary flexion deformities which one 
gets in the infectious type one gets bony anky- 
losis, but always in a position of hyperextension, 
particularly in the hand. Why this should be is 
uncertain. Perhaps, as has been suggested, a 
neurological element comes into play and the 
joint is affected by the action of the virus on 
the central nervous system. Atrophic arthritis 
generally follows infectious arthritis, just as 
locomotor ataxia is generally followed, but not 
preceded, by the Charcot joint. 


The etiology of the atrophic type is probably 
the same as that of the infectious type, and the 
same organisms are found as in infectious ar- 
thritis except that they are far less numerous. 
Instead of being able to obtain the organism from 
the lymph node in 66 per cent of cases we find it 
in 5 per cent of cases. The fire has burned itself 
out and has left the machinery a complete anky- 
losed wreck, and the lymph nodes themselves 
have dwindled back to normality because the 
bacteria within them have been destroyed. From 
a clinical point of view, therefore, there is no 
enlargement of joints but a depression around 
each joint where the swelling formerly was. The 
joints are distorted, dislocated and ankylosed in 
vicious positions. There is no fever, and ap- 
parently no activity. The atrophy is extreme, 
of muscle and fibrous structures. The patients 
are, for the most part, unable to be active and 
are confined to bed or chair. Fortunately, the 
number of these cases in the last ten or fifteen 
years has greatly diminished and almshouses, 
which were formerly filled by them, have very 
few. Why this change? It seems to me that as 
we have a better understanding of arthritis de- 
formans of the infectious type, by the removal 
of foci of infection and treatment by autogenous 
vaccine we have cut short the disease so that 
the atrophic type has no longer a chance to 
develop. 


Treatment.—In the treatment of this type of 
arthritis little is to be done. If infection still 
persists it is wise to treat with vaccines. 


Rehabilitation Rehabilitation offers a very 
serious problem. Almost all of the joints have 
been destroyed so far as their cartilages are con- 
cerned. If possible, the subluxations which have 
occurred should be straightened. An occasional 
arthroplasty, or arthrodesis, at an acute angle 
may be done on the elbow, but as a rule the de- 
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struction has been so great that there is no 


longer hope of restoration. The hope lies in the 
prevention of the atrophic type by proper sur- 
gical and medical treatment of the infectious 
type. 


ARTHRITIS DEFORMANS OF THE HYPERTROPHIC 
TYPE 

Arthritis deformans of the hypertrophic type, 
so-called osteo-arthritis or proliferating arthritis, 
to my mind should not be included under the 
term “arthritis deformans.” It is a disease 
which has its own clear-cut signs and symptoms. 
Its etiology is entirely different from that of 
arthritis deformans of the infectious type, and 
there is no reason for confusing the two diseases. 
So many authors who write about arthritis de- 
formans include osteo-arthritis. It is hard, 
therefore, when one is studying the problem, to 
gather the facts which are based on such 
premises. When writing, let us recognize that 
we are dealing with two different diseases. 

Arthritis deformans of the hypertrophic type 
should have a different name. I would suggest 
that we call it rheumatic gout. It is not to any 
extent a deforming process. It is the most 
amenable of all diseases to proper treatment. 


Pathology.—There is a deposition of bone 
around the edge of the synovial membrane; an 
osteosclerosis of bone and never an atrophy, ex- 
cept from slight disuse. The synovial membrane 
at times may be thickened but not to the ex- 
tent that one finds in arthritis deformans of the 
infectious type. As a rule, there is no destruc- 
tion of cartilage except by pressure; no neuro- 
logical involvement which leads to atrophy. Per- 
haps, at times there is a slight increase of fluid 
within a joint like the knee, but never any in- 
crease in fluid of the joints of the hand. The 
osteosclerosis of bone is so great that there is no 
difficulty in distinguishing between the carpus 
and the soft parts, as in atrophic arthritis. It 
is a disease of new bone formation. The clinical 
picture is very distinct. In the first place it 
never occurs in young people. It is rarely seen 
before the age of forty-five years. It is asso- 
ciated on the part of the patient with a feeling of 
stiffness. He feels his symptoms more in the 
early morning when he attempts to get out of 
bed than he does after he has been up for some 
time. After sitting for a while, playing bridge 
or in the movies, it may be difficult for the pa- 
tient to arise, but the more he walks the more 
limber he becomes. The joints themselves are 
characteristic. There is a swelling, but that 


swelling is generally bone. It is hard on pal- 
pation and asymmetrical, unlike arthritis de- 
formans of the infectious type which is sym- 
metrical and soft. There is no local heat, nor is 
there any general heat. The deformities, when 
they exist, deviate the joint slightly to one side 
owing to the new bone formation within the 
joint. In the hands it always attacks the distal 
phalangeal joints, so-called Heberden’s nodes. 
It rarely ever attacks, as does the infectious 
type, the middle phalangeal joints, and when it 
does it is always secondary to the distal joint. 
There is no beginning atrophy of the muscles. 
Indeed, the muscles look perfectly normal. The 
general health is usually good, although in many 
cases there are symptoms of constipation. The 
patient, as a rule, looks well. There is rarely 
ever any change in the normal differential count, 
no leucocytosis, and seldom any secondary 
anemia. The polymorphonuclear leucocytes are 
never increased proportionately. The blood ex- 
amination shows no bacteria. The uric acid con- 
tent of the blocd may be, but is not always, in- 
creased. The lymph nodes show no bacteria. 
and the various strains of streptococci used in 
sensitization give no reaction. Indeed. the pa- 
tient always feels extremely well but walking is 
sometimes painful and_ stiffness is generally 
present owing to the new bone formation within 
the joint. The spine may be involved, and when 
it is, large, isolated masses of bone are thrown 
down, not like a growing spike but with the 
character of a large deposition, which may press 
upon the nerve roots and cause pain. It is an 
old person's disease. 


Etiology.—The causes of hypertrophic arthri- 
tis are, first, heredity; second, food: third, 
traumatism; four, exposure. This is primarily a 
hereditary disease, not that we inherit rheumatic 
gout as such, but we inherit a soil which under 
proper conditions assumes a gouty tendency. 
All inherited soil is not alike, so as we inherit 
our faces we inherit our soil. If to this soil cer- 
tain food products are brought after the glands 
of Lieberkuehn have disappeared, then osteo- 
arthritis, so-called rheumatic gout, will grow. 
Foods which generally produce the conditions 
are sugars and acids. Sugars themselves, or 
those things which break down into sugars in 
the body, namely starches, bring it on. There- 
fore, one should cut off sugars, pies, pastries. 
cakes, candies, ice cream, white bread, starches, 
corn-bread, hominy and such things. Now, if to 
this class of food is added certain acids, such as 
tomatoes, vinegar, oranges, alcohol, preserves, 
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then and then only will the rheumatic gout be- 
gin to appear. Exposure to wet and draught 
greatly expedite the process. Traumatism aids 
materially, in the places where these depositions 
are to occur. This disease, therefore, is a die- 
tary problem and not a _ bacteriological one. 
Here elimination should be forced and plenty of 
water should be taken. This is the type which 
improves greatly at the springs, whereas the 
cases of arthritis of the infectious type are 
markedly injured by the debilitating process of 
the springs themselves. Protection is the key- 
note in mechanical treatment: supporting braces, 
adhesive strap bandages, rest rather than activ- 
ity, massage when the process is not active. In 
cases where the process is severe it is necessary 
at times to do an arthrotomy and remove the 
localized new bone formation within the knees, 
about the hips, to relieve pain from the pressure 
of the body on these new deposits. The results 
of treatment of rheumatic gout by means of a 
dietary regime and proper temporary support 
are more gratifying than results from treatment 
of any other disease. Occasionally, the process 
may be so bad, as in the hip joints, on account 
of the new bone formation, that an arthrotomy 
has to be done. This would consist in removal 
of the excess of bone, leaving the entire neck as 
well as the cartilage on the head, which will per- 
mit the hip joint normal motion without pain. 


In conclusion, let me say that I believe that 
if we recognize that we are dealing with at least 
two different diseases, absolutely opposite one 
from the other in all their characteristics, that 
we shall have made a great step forward. Also, 
when we recognize that what is food for one 
disease is poison for the other, that one is bac- 
terial and the other is metabolic, then we shall 
be on the right path to solve the entire problem. 
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THE THERAPY OF SUPERFICIAL MA- 
LIGNANCIES* 


By J. M. Martin, M.D., 
Dallas, Texas 


In talking with roentgenologists in my sec- 
tion of the Country, I get the impression that 
a majority of them are neglecting this particular 
class of work, giving as an excuse that they are 
busy with other things or that they are devot- 
ing the greater part of their time to deep therapy. 
I cannot understand why the radiologist should 
refer this class of case to dermatologists who are 
not using radiotherapy. I know no method of 
treatment in medicine or surgery where the re- 
sults are better and more lasting, or where the 
cosmetic effects are so good, as they are follow- 
ing x-ray treatment of skin malignancies. 

Why are we neglecting this particular part 
of our work? Is it because our technic has not 
been worked out in detail, so that we are afraid 
if we give enough treatment we shall produce 
burns? Is it because we are afraid that during 


*Read in Section on Radiology, Southern Medical As- 
sociation, Twenty-Second Annual Meeting, Asheville, 
North Carolina, November 12-15, 1928. 
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the period of reaction our patients will drift 
into the hands of dermatologists, who will 
frighten them by talking of x-ray burns? Is 
it because we are afraid that when the patient 
returns home, with a rather severe x-ray reac- 
tion, the family physician will prescribe an oint- 
ment containing chrysarobin, salicylic acid, or 
some other strong irritant, the escharotic effect 
of which will greatly exaggerate the effect of 
the x-ray dermatitis, for which the radiologist 
will naturally be blamed? 


A radiologist not long ago admitted to me 
that he did not get good results in skin therapy, 
and did not know why. During our discus- 
sion I learned that he does not take the time 
thoroughly to explain the work to 
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tion of x-ray for the cure of cancer of the skin. 

If we expect to be successful in the x-ray 
treatment of skin malignancies we must bring 
about a very active degree of reaction in the 
tissue, which will often frighten the patient, 
unless he is made to understand beforehand 
just exactly what is going to happen. When 
the family physician is not familiar with this 
reaction to x-ray therapy and he is consulted 
during the active stage, he is apt to alarm the 
patient by telling him that he has been burned. 
After an experience of this kind the patient is 
not likely to return to the radiologist for further 
observation and treatment, and the final results 
are far from satisfactory. 


For more than twenty-five years I have been 
treating superficial malignancies very much in 
the same way that I am treating them today. 
In 1902 I visited Dr. Pusey, of Chicago, who 
at that time was probably doing more of this 
class of work than any other man in the middle 
West. My early technic was very similar to 
his, and I am using a similar technic today, 
except that the measurement of voltage and 
amperage is more accurate than it was at that 
time. 

I have been able to follow many of the cases 
treated for a period of ten and fifteen years. 
While a few cases have died from cancer and 
many from other and natural causes, a large 
number of them are well today. I have photo- 
graphs of all of these cases before and many 
after the treatment, and written reports at in- 
tervals varying from six months to one year 
since the treatments were concluded. The stand- 
ard technic employed is a five-inch spark gap 
(about 84 kilovolt peak), 5 milliamperes, from 
5 to 10 minutes, 10-inch target skin distance 
with a filter of 0.5 mm. of aluminum. 


his prospective patient; neither does 
he keep a written history of his 
cases, nor a record of the examina- 
tion and diagnosis. Photographs 
are never made of the lesions before 
and after treatment. He has not 
worked out a dependable technic, 
in which he has complete confi- 
dence. He does not follow up these 
cases by the year for a period of 
five years or more, in order to check 
the results. It is on account of 
these facts that he is not more gen- 
erally successful in the administra- 
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properly applied to such lesions not only is 


painless, but is followed by complete re- 
moval of the condition without any unde- 
sirable after effects. In many cases there 
is absolutely no evidence that the lesion ever 
existed. 

Fig. 1.—This slide illustrates a booth in 
which the instruments of control are _ lo- 
cated, with the technician seated where the 
patient is clearly visible through a leaded 
glass window. All instruments of control 
are in easy reach of the technician in case 
the patient moves or attempts to get up 
from the table. This is a precaution that 
has saved us no end of trouble. It makes 
no difference how carefully you explain the 
dangers of touching the high tension wires 


A number of radiologists over the Country are 
not using filters in superficial skin therapy. Fil- 
tration is important and the use of 0.5 mm. 
of aluminum will prevent telangiectasis. In the 
early period of my work I did not use filtration. 
Many cases treated responded favorably, but 
the areas exposed in some cases showed a pink 
discoloration that was very undesirable. Since 
I began using 0.5 mm. aluminum as a filter in 
the treatment of superficial malignancies, there 
has seldom been the slightest evidence of this 
unfortunate after-effect. 

Whether epithelioma is on the increase I do 
not know, but we are treating an ever-increas- 
ing number of cases each year. In the rural 
districts where there is exposure to various types 
of irritation, the most important of which are 
sunburn, wind, and dust during winter and 
summer, many people are found to develop can- 
cer of the face and hand. This condition is also 
found among sailors and fishermen. Age, plus 
irritation, are apparently the most 


or the terminals of the tube, patients of- 
ten fail to appreciate the warnings, and 
should they have an accident, we are al- 
ways accused of being careless in the ad- 
ministration of our treatments. Two _ mil- 
liammeters are connected in series. In case 
they do not check each other both of them are 
returned to the makers or are checked up by 
a Standard meter in our office. The current is 
stabilized in order to keep our voltage constant. 


Fig. 2.—The subject of filters is important 
and many mistakes have been made by using 
the wrong filter. Several years ago Dr. Pfahler 
gave us a very good method of identifying the 
filter. The picture on the screen represents 
three types of filters. A piece of red ribbon is 
attached to the 0.5 mm. aluminum, blue ribbon 
to the 4 mm. aluminum, and a black ribbon to 
the filter having 0.5 mm. copper and 1 mm. 
aluminum. When these filters are in place be- 
neath the tube about four inches of ribbon hangs 
down in plain view of the technician in the 
booth. As a double check on this, I write a 
prescription, which is shown in Fig. 3. 


important factors in the develop- 
ment of cancer of the skin. Few 
lesions appear before the age of 
forty; after this age cancer of the 
skin is frequent among people who 
are subject to the kinds of ex- 
posure already mentioned. Senile 
and seborrheic keratosis are fre- 
quent conditions of the skin after 
middle life. When irritation of 
any kind is applied to tissues thus 
affected, malignancy not _ infre- 
quently follows. X-ray treatment 


Fig. 4 
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Fig. 3—You will note that all of the fac- 
tors concerned in the treatment appear in this 
prescription. When the technician reads the 
prescription, and notes the filter being employed, 
she immediately looks through the window to 
see the color of the ribbon hanging beneath the 
tube. If the color of the ribbon corresponds 
with the filter indicated on the prescription, she 
writes red, blue or black in the prescription. 
If I write 0.5 mm. aluminum, the color of the 
ribbon should be red, and so forth. 


Fig. 4.—This slide illustrates four cones 
used in the treatment of practically all types of 
skin cancer. In the early days I used various 
methods of covering the unexposed parts. To 
put a mask over the face or to cover the head 
completely is always uncomfortable. The cones 
here illustrated are made of heavy brass and 
are of four sizes. Three of them are round. The 
first has an outlet at the lower extremity of 34 
of an inch; the second 1% inches, and the third 
2 inches. The fourth, being square, is about 
2% inches. These cones are placed beneath 
the tube completely to protect all the surround- 
ing parts. They are brought directly down on 
the tissues and are made to rest firmly around 
the lesion being treated. They have two dis- 
tinct advantages: one in helping to keep the 
patient still during the time of exposure, and 
second, the direct rays are allowed to act exactly 
over the lesion. 


Fig. 5.—This illustrates a patient lying on 
the table with the tube and cone in position. 
No unpleasant sensation is experienced by the 
patient, and if he is assured beforehand that 
a shock or burn will not result because of the 
cone’s being in contact with the skin, he will 
have no objection to its use, and when it is 
once used, he will find it more comfortable than 
having the face covered up with lead, foil, or 
leaded rubber. 

Cases showing senile and seborrheic keratosis 
are generally cured with three or four x-ray ex- 
posures using the factors mentioned. 

When these factors are used for a period of 
five minutes, the effect on the average skin is 
about that of one erythema dose, and when the 
exposure is prolonged to ten minutes the effect 
will be double that of the first. In all cases, 
whether pre-cancerous or cancerous, the treat- 
ments are given every other day until the de- 
sired effects are produced. When an area over 
1% inches in diameter is exposed the dose rep- 
resented above should be lessened because the 
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larger the area exposed the greater will be the 
destructive effect of the x-rays on the skin. 


The object of treating these lesions is to de- 
stroy them. In order to do this it is necessary 
to produce a certain amount of reaction in the 
tissues, depending, of course, upon the nature 
and size of the lesion. When the lesion is ac- 
tually cancerous from four to six double ery- 
thema doses are usually necessary to accom- 
plish the desired result. The reaction thus pro- 
duced will appear in from six to ten days, and 
reach its height in about two weeks. The area 
exposed passes through the various stages of 
an x-ray dermatitis and begins to heal from the 
outer edge to the center. The recovery is usu- 
ally complete in from two to six weeks, depend- 
ing upon the amount of treatment given. 

In conclusion I feel that we have in this 
method a means of curing a very large per cent 
of skin cancers with very little suffering to the 
patient, or loss of time, and with the least pos- 
sible amount of disfiguration. It is a method 
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that will compare very favorably with any other 
method under its most favorable conditions. 


721 Medical Arts Building 


DISCUSSION (Abstract) 


Dr. D. Y. Keith, Louisville, Ky —Dr. Martin is cor- 
rect in his remarks about overdosage. In treating these 
wide areas of keratosis, you must not give the same 
doses that you give for a small lesion. If you do you 
will regret it. 

We feel where the tumors are massive that radium 
probably gives a more flexible scar than x-ray. At the 
present time we are using radium for a greater portion 
of our epitheliomata than x-ray, simply because treat- 
ment can be concluded with one dose. As many pa- 
tients are from out of town, it is probably a little more 
economical for them. 

I know that Dr. Martin obtains good results in most 
of his cases with one dose of x-ray, but it is a massive 
dose of x-ray and if you are using the massive dose of 
x-ray be sure not to give that over as large a skin area 
as you would a single dose. 


Dr. C. H. Heacock, Memphis, Tenn.—Frequently we 
see recurrences surrounded by skin that shows all the 
atrophic changes of over-radiation. I should like to ask 
Dr. Martin how he varies his technic in the radiation 
of such recurrences. 


Dr. S. S. Marchbanks, Chattanooga, Tenn.—Dr. Mar- 
tin mentioned that he gave treatments every other day 
until he got a reaction. We do not expect a reaction 
for five or six days. 

I particularly wish to agree with Dr. Martin that in 
epithelioma of the lower lip x-ray is better than surgery. 
In an epithelioma the operator will usually make a 
v-shaped incision down, considerably beyond the growth. 
The x-ray treatment we know will come well beyond 
the area of extension. But if this is operated upon and 
the whole area removed, often not enough lip tissue 
will be left to close. 


Dr. D. B. Harding, Lexington, Ky—Several patients 
have come to me because of recurrences of this type 
of lesion, following treatment three to five years pre- 
viously. They had been given large doses of unfiltered 
radiation by the use of radium plaques. The extensive 
scarring suggested to me that the severe radium reaction 
might have been responsible for the recurrence of the 
malignancy. The treatment of this type of lesion has 
been very unsatisfactory in my experience. 


Dr. Howard E. Ashbury, Baltimore, Md.—1\ should 
like to ask Dr. Martin how frequently he meets with 
epitheliomas on the upper lip and if they respond to 
treatment by x-ray as readily as the lesions on the lower 
lip. Until five years ago I treated all epitheliomas with 
x-ray, then for a period of five years all of them were 
treated with radium, with results quite as satisfactory 
as with x-ray. At the present time I use x-ray, unless 
there is some definite indication for another treatment. 


Dr. Vincent W. Archer, University, Va—How much 
normal tissue do you take into the field in addition to 
the lesion? I believe Dr. Murphy, of the Rockefeller 
Institute, did some work four or five years ago in which 
he transplanted spontaneous cancer and radiated both 
the excised tissue and as controls the place into which 
it was to be transplanted and the area from which it 
was taken originally. He found that the excised tissue 
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of the cancer cells, 85 per cent of the transplants tak- 
ing. I believe the amount of normal tissue that is taken 
in, in addition to the malignant field, is quite important. 


Dr. Martin (closing) —The time is too short to 
answer these questions fully. The question of whether 
I vary the technic in cases that in which other men 
have failed is hard to answer. I would much rather 
a case had never been treated. After a case has been 
treated and there is a good deal of atrophy, further 
treatment is of doubtful effect. I promise nothing, but 
do the best I can. Sometimes I do vary the treatment, 
but I cannot tell you how to do that in any particular 
case. Sometimes my final results are not good with 
cases that were formerly treated, and some cases can be 
cured, provided they have not had previously too much 
X-ray. 

Epithelioma of the upper lip is rare in my experience. 
I have had but three cases, two in men and one in a 
woman. They have all been treated with x-ray and 
have responded very well. They had had no previous 
treatment. One was a man forty-four years old, who 
told me that from the time he was twelve years old he 
had carried a pipe in the affected corner of his mouth. 

I like to expose all of the abnormal tissue and a suf- 
ficient amount of the normal tissue. The amount of 
normal tissue exposed, or what appears to be normal 
tissue, always depends upon the size of the lesion and 
the length of time it has been in progress. 

The normal tissues will stand a reasonable degree of 
over-exposure, but we should be careful not to over- 
treat the cases because of what may develop in years 
to come in the areas exposed. If roentgen carcinoma 
has followed my treatment of a single case of cancer 
of the skin ' do not know it. I am constantly seeing 
cases that have been treated five and ten years ago, and 
if such a result was in the least common I would meet 
one occasionally. 


ENDOCRIN ASPECTS OF SCLERODERMA: 
REPORT OF A CASE WITH GLAN- 
DULAR DYSFUNCTION* 


By Everett R. SEALE, M.D., 
Houston, Texas 


Scleroderma is a condition varied in its mor- 
phologic characteristics and in its association 
with internal disorders. Consequently, the lit- 
erature is liberal in etiologic suggestions. En- 
docrin disorders, both individually and collec- 
tively, have been most frequently cited, and 
of late, studies from a neuro-vegetative viewpoint 
have appeared promising. My case was studied 
from both of these aspects. 


CASE REPORT 


The patient, J. P., a female, first presented herself 
for treatment in December, 1925. At this time she 
was fifteen years and three months of age. The skin 


*Read ir Section on Dermatology and Syphilology, 
Southern Medical Association, Twenty-Second Annual 
Meeting, Asheville, North Carolina, November 12-15, 
192s. 
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(the whole process was remarkably 


symmetrical) were numerous’ white 
* flecks and larger scaly areas. These 
015% ended at the middle third of the arms 
014% in two circumferential sclerodermatous 
0137 bands about 6 cm. in width, which 
012% caused marked constrictions. The tis- 
s sue over the elbow joints and to the 
O07 middle third of the forearms was nor- 
0,10 % mal. Here other sclerodermatous bands 
0.09% PS were present, extending down the fore- 
arms nearly to the wrists. These were 
0,08 % a. only on the flexor surfaces. The 

0,07 7 — palms and soles were normal. 
006% From the level of the second rib to 
os %4}-— the level of the umbilicus was fairly 
105 / normal skin, a few white flecks being 
0,047, present laterally. About 5 cm. below 
Qo3% the navel there was a horizontal band 
a of thickened, firm skin. On the flanks 
002% at the umbilical level, but most marked 
001% over the buttocks and iliac _ regions, 
the white flecks were present abun- 


they he Zhe 


condition had first made its appearance two years 
previously as a dime size, white and scaly lesion, on 
the left side of the neck. One year later similar lesions 
appeared on the flexor surfaces of the wrists and dor- 
sum of the feet. Unlike the condition on the neck, 
the process progressed rapidly and soon the skin became 
hard, thickened and hide-bound at these sites, as did 
the greater portion of the skin of all four extremities. 
Lastly, the trunk became involved, but here in a differ- 
ent manner, to be described presently. 


The family history revealed nothing of importance. 
She had had measles at the age of three, and per- 
tussis at eleven. She had not menstruated. 


Physical examination revealed an intelligent young 
white girl of fifteen years and three months of age hav- 
ing the body conformity of a 10-year-old child. No 
hair was present on the pubic or axillary regions. The 
breasts were markedly undeveloped. The _patient’s 
weight was 74 pounds, height 60% inches. A scoliosis, 
its convexity to the left of the upper thoracic vertebrae, 
was noted, with a resulting raising of the left shoulder. 

The blood pressure was 94 systolic and 54 diastolic; 
the pulse rate was 90. The patellar reflexes were slug- 
gish but equal. The elbow joints were partially flexed 
and complete extension was impossible because of the 
hide-bound condition. Otherwise examination revealed 
nothing abnormal. 

The peculiar skin condition began about the level 
of the thyroid cartilage. From here to the level of the 
second rib and over the shoulders the process was well 
developed. It consisted of small, ivory-colored, numer- 
ous 2 to 3 mm. square or diamond-shaped, fleck-like 
lesions embedded in the skin. Others were linear. In 
addition, apparently by confluence, white, slightly scaly, 
crinkly areas had developed. In both infraclavicular 
regions several well defined linear striations about 2 mm. 
wide, paralleling each other and of length varying from 
a few mm. to 1.5 cm., were present. The interven- 
ing skin was normally tinted. It appeared depressed, 
but actually was not; palpation nowhere revealed in- 
filtration or unevenness of the surface. Beyond these 
striations, extending over the deltoids symmetrically 


dantly but without the linear arrange- 
ment. Here some of the lesions were 
fairly large. Likewise, in these regions 
the superficial venous network was _ pronounced. 
This network was also apparent on the neck 
and deltoid region. The white flecks extended 
to the junctions of the upper and middle thirds of 
the thighs, where a sclerodermatous plaque on the an- 
terior thighs occupied the middle third. The skin was 
then fairly normal until a few inches above each ankle, 
where a firm sclerodermatous thickening embraced each 
ankle with a resulting ulcer on each. 


The posterior surface of the neck was free from the 
disease. The rest of the surface was involved, except 
for a hand-sized area between the scapulae. This re- 
gion was normal except for one area of crinkled de- 
pigmented skin in it. 


Over the scapulae and the rest of the back the skin 
was dry, crinkled, finely scaling, white, and the follicu- 
lar openings which still retained some pigment gave a 
stippled appearance to the surface. There was a bridge 
of affected skin extending across the upper back at the 
level of the second dorsal and below at the level of the 
ninth dorsal spine, where the affected areas joined. 
This left the triangular interscapular free area men- 
tioned above. At the level of the waist the white 
fleckling became better defined. This zone extended on 
to the buttocks, but the skin over them was normal 
for the most part. The posterior thighs showed a few 
white flecks; in the middle third, moderate deep sclero- 
dematous infiltration. The posterior legs showed no skin 
disease, although both legs were thinner than normal 
because of defective muscular development. 

The scalp hair was normal except very dry. The 
eyelashes showed only thinning of the outer quarter. 
The face was puffy, the skin being smooth, shiny and 
without wrinkles, all of which gave it a myxedematous 
appearance. 


Histology —A section of skin was removed from the 
center of one of the linear striations in the right in- 
fraclavicular region. Hematoxylin-eosin and Weigert’s 
elastic tissue stains were made. 

Examination revealed the epidermis to be little al- 
tered. The stratum corneum was normal; the stratum 
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rig. 1. 
patient at fifteen and one-half years of age, 
showing lack of development of secondary sexual 
characteristics, sclerodermatous bands around each 
arm, and hidebound condition of forearms, 


The 


lucidum was not observed; the stratum granulosum con- 
sisted of a single layer of cells; the stratum mucosa was 
slightly thicker than normal and the prickles were in- 
distinct. The basal layer showed no abnormality. The 
interpapillary pegs were partially flattened out. 


Examination of the corium revealed an increase of 
the collagenous bundles with flattening out especially in 
the subepidermic region. The bundles had become hori- 
zontal at this site and were parallel to each other in- 
stead of showing the usual interlacing. Areas of hyaline 
degeneration were observed throughout the corium. 
Edema was a prominent feature with dilatation of the 
lymph spaces and blood vessels; this, too, being more 
pronounced in the upper portion. There was a mod- 
erate perivascular infiltration of connective tissue cells 
and small lymphocytes. In the upper portion of the 
mid-cutis a compressed remnant of hair follicle was 
observed. 

The elastic tissue was not decreased. In the upper 
corium, especially in the subepidermic region, the fibers 
were fragmented and clumped. In the deep cutis the 
fibers were essentially normal. 


Laboratory Findings—The basal metabolic rate was 
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below normal, minus seven and minus twelve on two 
occasions. 

Blood count revealed an anemia; red blood cells 
3,300,000, the hemoglobin 66 per cent, white blood 
cells 8000; the differential count was normal. Several 
urinalyses were negative. Several blood Wassermann 
reactions were negative. 


Course.—For the following sixteen months the patient 
was given thyroid and ovarian extract with no change 
in the skin condition, although she gained ten pounds 
in weight. At sixteen years of age, scant hair first ap- 
peared on the mons pubis. At sixteen years and seven 
months she first menstruated. She returned three 
months later and for the first time definite improve- 
ment was noted. The sclerodermatous bands on the 
extremities showed marked regression, although the 
white spot condition revealed little change. Following 
this visit, the patient discontinued all medication and 
practically passed from under observation until the 
present time. 

At present the true sclerodermatous process is mark- 
edly improved, the only remaining activity being a par- 
tially unresolved band around each arm, and of the 
skin of, and immediately above and below the ankles. 
At the latter site, as shown by photographs, activity is 
still noticeable, although regression is marked. Other 
areas that were affected have cleared up completely 
and only atrophy remains. 

The white spot process has likewise improved, many 
of the areas having disappeared without apparent trace, 
while others have left small atrophic areas correspond- 
ing to macular atrophy. On the arm in the right del- 
toid region a depigmented patch with a central brown- 
ish maculo-papule has developed (“Leucoderma aquisa- 
tum centrifugum” of Sutton). 

Routine physical examination at present reveals a 
well nourished girl of eighteen years of age with a body 
conformity fitting to her age. Her face appears prac- 
tically normal, although there is still a semblance of 
the former myxedematous appearance. Menstruation 
occurs every forty days and is scant in amount. The 
blood pressure is 92 systolic and 54 diastolic; the pulse 
rate is 90. Otherwise, the physical examination is that 
of 1925. 


Laboratory Examingtion—The blood count, aside 
from showing a slight anemia, 4,200,000 red cells, is 
normal. Routine urinalysis and examination for arsenic 
are negative. 

The basal metabolic rate is minus 19. 


BLOOD CHEMISTRY 


Non-protein nitrogen... 31.5 mgs. per 100 c. c. of blood 
Urea nitrogen 14.2. mgs. per 100 c. of blcod 
Uric acid.......... 2.9 mgs. per 100 c. c. of blood 
Creatinin 1.57 mgs. per 100 c. c. of blood 
NE pcicotinscnees 11.7 mgs. per 100 c. c. of blood serum 


The sugar tolerance estimated before and after ad- 
ministration of 1.75 grams of glucose per kilogram body 
weight was estimated. 

Fasting stomach...................... 77 mgs. per 100 c. c. of blood 
63 gm. of glucose administered per os. 


After % hour.......................... 95 mgs. per 100 c, c. of blood 
After 1% hours .. 83 mgs. per 100 c. c. of blood 
After 2% hours 64 mgs. per 100 c. c. of blood 


Adrenalin 10 minims subcutaneously. 
68 mgs. per 100 c. of blood 
Dr. R. K. McHenry was kind enough to examine 
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the head, thoracic spine and chest roentgenoscopically. 
His report follows: 


Head.—Skull vault is well within normal limits and 
there is no evidence of pathologic bone or suture 
changes. The sella turcica is well within normal limits 
in size and shape, is wide open and shows no evidence 
of erosion of the floor or of the clinoidal processes. The 
pineal body shows a calcification of both lobes. 


Thoracic Spine —There is an acute left sided scoliosis 
of the upper thoracic vertebrae with the greatest con- 
vexity at the third and fourth vertebrae, but this is ap- 
parently functional, for there are no pathological bone 
changes within the involved vertebrae. 


Chest—Supra cardiac area is well within normal 
limits and shows no evidence of an enlarged thymus. 


Tests of the Function of the Vegetative Nervous Sys- 
tem.—Adrenalin chlorid, 10 mms. of 1/1000 solution 
was given subcutaneously without any change in pulse 
rate, blood pressure, or temperature, nor were any sub- 
jective symptoms complained of. 


Atropin—1/60 grain of atropin sulphate was admin- 
istered subcutaneously, with an increase in pulse rate 
of 21 beats per minute and marked dryness of skin and 
mouth (Table 1). 


Fig. 2. 
The white spot condition in 1925, 
lesions and linear striations. 
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TABLE 1 


Effect of 1/66 Gr. Atropin Sulphate Subcutaneously 
Before After After After After After After 


Injec- 5 10 20 30 45 60 

tion min. min. min. min. min. min. 

Pulse rate... 90 82 92 105 104 111 

Temperature 98.2 98.2 98.3 98.3 98.4 98.4 98.3 

Bl. pressure... 90 90 90 94 94 98 94 
(Systolic) 

Dryness (x) — 1 1 1 2 2 1 


(x)Intensity designated on basis of is 2, 3. 


Pilocarpin—1/8 grain of pilocarpin hydrochlorid 
was administered subcutaneously with pronounced 
sweating and salivation (Table 2). 


TABLE 2 


Effect of 1/8 Gr. Pilocarpin Hydrochlorid Subcu- 
taneously 
Before After After After After After After 
Injec- 5 10 20 30 45 60 
tion min. min. min. min. min. min 
Pulse rate... 88 105 103 100 94 92 92 
Temperature 98.2 98.3 98.4 98.3 98.3 98.2 98.2 
Bl. pressure... 90 9S 96 94 92 92 
(Systolic) 
Sweating (x) — 1 3 2 1 1 _ 


Salivation(x) — 1 2 2 1 

(x)Intensity designated on basis of 1, 2, 3. 

DISCUSSION 

Morphologically to recapitulate, two types of 
lesions were observed: first, the true hidebound 
and band-like scleroderma of the 
extremities, and second, the small 
multiple lesions found on the torso 
and upper portion of the extremi- 
ties. The second type of lesion was 
a lentil size, white, shiny, some- 
times scaly lesion, embedded in the 
skin; it was not raised or de- 
pressed. The surrounding skin was 
of normal hue. There was a ten- 
dency for the lesions to become 
confluent and form white, slightly 
scaly, crinkled areas and linear stri- 
ations. Some of the lesions disap- 
peared without macroscopic trace, 
while others left small atrophic 
areas which regained normal pig- 
mentation. 

The noteworthy microscopic find- 
ings were: a little altered epider- 
mis, flattening of the rete pegs, in- 
crease and swelling of the collage- 
nous bundles with a tendency to 
become horizontal with the sur- 
face, edema and dilatation of the 
lymph spaces and blood vessels. 
There was no decrease in the elas- 
tic tissue, although clumping and 
fragmentation was noted, especially 
in the subepidermic region. 

Upon attempting to place this 
case in its proper nosologic posi- 
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tion by considering the white spot condi- 
tion, we have a difficult problem. It will 
be treated oniy superficially. In 1914, Mac- 
Kee and Wise, after a review of the litera- 
ture and a study of their cases, came to the con- 
clusion that there were two distinct groups of 
diseases giving rise to white spots, the sclero- 
derma and lichen planus groups. They were of 
the opinion that the “transitional” cases would 
after further study “be relegated to one or the 
other of the two groups mentioned above.” Since 
then, Wise and Shelmire,? after further study, 
consider the cases described by Csillag? as 
“Chronic Atrophic Lichenoid Dermatitis,” and 
Von Zumbusch? as ‘Lichen Albus,” together 
with two of their cases, to constitute an entity 
designated by Csillag, chronic atrophic lichenoid 
dermatitis. After a review of the works of Amer- 
ican writers on this subject, I am of the opinion 
that my case more nearly conforms morpholog- 
ically to the scleroderma group; that is, ‘white 
spot disease,” as described by MacKee and Wise 
in 1914. My case differs from their description 
only in that linear striations were 
noted. Ormsby,’ however, states 
that the lesions usually remain dis- 
crete, showing little tendency to 
coalesce, although occasionally he 
admits “irregular patches are 
formed by incomplete coalescence 
of individual lesions.”” At any rate, 
the “comedo-like plugs or minute 
pit-like depressions” of lichen 
planus sclerosis, as stressed by 
Ormsby,’ or the “indurated, round 
and oval well defined papules ap- 
pearing in closely agminated groups 
of individual lesions’ of chronic 
atrophic lichenoid dermatitis as 
stressed by Wise and Shelmire? were 
not present in this case. The lichen 
planus-like papules seen in _liche- 
noid scleroderma guttata® were 
never observed. 

Histologic differentiation will not 
be attempted, as it appears futile 
after a perusal of the literature. 
All of the above mentioned proc- 
esses have many features in com- 
man in their different stages of evo- 
lution. 
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has been found to be functioning abnor- 
mally in cases of scleroderma. The close 
interrelation of the various endocrin glands is 
well known and dysfunction of one is asso- 
ciated with compensatory changes in the others. 
Both structural and functional changes being 
the most easily detected in the thyroid, it ap- 
pears quite reasonable that it should bear the 
brunt of the attack. This case presents evi- 
dence of deranged function of several glands of 
internal secretion, and other deviations from 
normal. 


Thyroid. —That there is a functional disorder 
of the thyroid gland in this case, whether pri- 
mary or secondary, there can be no doubt when 
we ccnsider the basal metabolic readings of 
minus 7, 12 and 19, on three separate occa- 
sions. The facies, dryness of the skin and hair 
aid delayed sexual development conform to the 
cl’nical findings in hypothyroidism. It is not 
necessary to dwell at length on the thyroid re- 
lat’onship to scleroderma, as this has been done 


Endocrin Glands.—As previously 
stated, practically every gland of 


The 
internal secretion, singly or grouped, 


hidebound condition of the 


Fig. 3. 
ankles with resulting ulcerations 
(1925). 
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Fig. 4. 
The patient at the present time, normally developed 
with regression of sclerodermatous process. 


by many authors. Dittisheim® reports eight 
cases of scleroderma out of seventeen cases of 
Graves’ disease. On the contrary, many cases 
have been reported in patients with myxedema 
or with no demonstrable evidence of disease of 
the thyroid. Castle’ appropriately states “The 
very fact that scleroderma has been known to 
occur in both thyroid hypertrophy and in thyroid 
atrophy makes one cautious.” If the sole cause 
be in this gland, should we not expect to see 
more frequent improvement after treatment di- 
rected at this site? At any rate, good results 
are obtainable after appropriate measures in 
Graves’ and Gull’s diseases in which the path- 
ological condition is known. 


Gonads.—Dysfunction of those glands gov- 
erning sexual development is evident. The 
ovaries alone cannot be blamed as the pituitary, 
thyroid, suprarends, and possibly the thymus 
and pineal all play an important role in normal 
growth. If it were possible to connect only the 
ovaries and the retarded development, we could 
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hardly attach to this fact any concise etiological 
significance in the skin condition. Although 
scleroderma occasionally appears at the meno- 
pause and associated amenorrhea (Luithlen‘) 
has been reported, still ovarian disease (dys- 
function) and extirpation of the ovaries is very 
common and scleroderma is rare. It is interest- 
ing, however, to note in this patient the rapid 
regression of the process after menstruation was 
established. 


Suprarenals —Hyperpigmentation was not 
noted, although the blood pressure has been per- 
sistently low. Aside from the latter, and the 
lack of response to adrenalin, no suggestion of 
suprarenal hypofunction was noted. The fre- 
quency of the increase in pigment (144 of Lewin 
and Heller’s’? 508 collected cases), is difficult to 
explain except by suprarenal involvement. Post- 
mortem examinations, however, are our only sure 
tests for determination and they have been too 
infrequent for me to chance an opinion. 


Pituitary —Retarded development, the scanty 
growth of hair, low blood pressure and increased 
sugar tolerance are all indicative of hypopitui- 


Fig. 5. 
To illustrate improvement of the scleroderma of the 
ankles. 
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Fiz. 6. 

Increase in collagenous bundles with condensation, 
edema cf the cutis, mild perivascular infiltration, 
dilatation of lymph spaces, and areas of hyaline de- 
generation (Hematoxylin-eosin stain). 


tarism. X-ray shows no change in the sella 
turcica. The carbohydrate tolerance curve 
showed a definitely increased sugar tolerance. 
This finding is frequent in hypopituitarism. The 
importance of the pituitary gland in scleroderma 
has been stressed by many authors. 


In discussing the importance of the carbohy- 
drate tolerance test, the response after adrenalin 
or stimulation of the sympathetic, Ringer and 
Baumann’’ state: 

“Just as the patellar reflex may be used clinically for 
roughly determining the state of nervous tension of an 
individual, so the carbohydrate tolerance test may be 
used clinically for determining roughly the state of an 
individual’s tonus of the sympathetic system. But we 
cannot employ that at present to differentiate between 
affections of the thyroid, pituitary or adrenal.” 

Pineal.—The calcification of the pineal gland 
was interesting because of its bearing on sexual 
development. Recently, however, Murphy" in 
100 consecutive roentgenograms of the skull 
found 40 calcifications of the pineal. 


Thymus.—The thymus by roentgenographic 
examination showed no abnormality. 
Arsenic and Syphilis—Examination for ar- 


senic was negative on two separate occasions, 
as were the several blocd Wassermann tests, so 
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these etiological suggestions will not be consid- 
ered. 


Chemical—In 1924 Gitlow and Steiner!” 
called attention to the study of scleroderma from 
a chemical standpoint. The blood chemistry in 
my case is wholly within the normal limits with 
the possible exception of the serum calcium, 
which was slightly above normal (11.7 mgs. per 
100 c.c. of blood serum). Hawk and Bergium 
in their “Practical Physiological Chemistry,” 
give 9-11 mgs. per 100 c.c. of blood serum as 
the normal limits. Gitlow and Steiner’s patient’s 
blood calcium content was low, 6.31 and 7.2, 
on two occasions, whereas Pulay’s two patients 
showed an increase. The biood sugar content 
was low in my patient, as was one of Long- 
cope’s'®. eight patients who showed a distinct 
hypoglycemia to Knowles. and 
Ludy’s'* patient, who had diabetes mellitus. 


Autonomic Nervous System.—The tests of the 
function of the vegetative nervous system show 
a hyperirritability of the para-sympathetic or a 
state of vagotonia (Eppinger and Hess!). In- 
jection of 10 mms. of adrenalin (sympathetic 
excitor) was followed by no response, while in- 
jection of 1/8 grain of pilocarpin (para-sym- 
pathetic excitor) was followed by profuse sweat- 
ing and salivation, flushing of the cheeks, and 


Fig. 7. 
Fragmentation and clumping of the elastic tissue in 
the upper cutis. 
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precordial pain. Injection of 1/60 grain atropin 
sulphate, which paralyzes the para-sympathetic, 
was followed by an increase in the pulse rate to 
21 beats per minute and a pronounced dryness 
of the skin and mouth. 


The vegetative or autonomic nervous system 
consists of two divisions, as Reede'® states: 

“One arises from the midbrain, the bulb and the 
sacral portion of the cord, passes out through the ocu- 
lomotor, the facial, glossopharyngeal, the vagus and 
the pelvic nerves, and is termed the craniosacral or 
extended vagus division or para-sympathetic. The 
office of this nervous system is to slow or depress 
function, and it becomes in this way a conservator of 
energy. The other division of the vegetative system 
arises from the cord from the first dorsal to the fourth 
lumbar segments, and is called the thoracico-lumbar 
division and corresponds to the former so-called sym- 
pathetic system. The effect of this nervous system is 
to accelerate or heighten function and it becomes thus 
an exploiter of energy.” 

Normally, these two systems are in a state of 
tonus (Eppinger and Hess"), while as in certain 
diseases, especially those of the endocrin system, 
an increased or diminished irritability is noted. 
As Reede!® further states: 

“The interrelation of the ductless glands and the 
vegetative nervous system is so intimate that a dis- 
turbance which is primary in one at once affects the 
other, and for physiologic purposes they may be con- 
sidered as an entity, namely, neuro-endocrinological 
mechanism.” 

Hoffman,'* employing the above tests in thir- 
teen cases of diffuse scleroderma and seven cases 
of scleroderma en plaques, found a uniform lack 
of general reaction to adrenalin and a lack of 
rise of the sugar curve after adrenalin; a nearly 
always positive reaction to atropin; an always 
positive reaction to pilocarpin. Employing the 
same tests on apparently normal individuals, he 
found only an occasional reaction similar to 
those of his sclerodermatous patients. 

Hoffman' does not agree with Eppinger and 
Hess!” that there is a definite tonus between the 
two systems, but considers that the response to 
the pharmacodynamic tests is noted more quickly 
and more frequently in those abnormal indi- 
viduals who have an increased irritability of the 
autonomic system, or, as he terms it, are afflicted 
with an unstable vegetative constitution. He 
further states that people under the influence of 
abnormal endocrin hormones tend to be exces- 
sively vegetative. 


COMMENT 


Approaching the causation of scleroderma 
from this light, we may connect the variously 
stressed causes more closely. As Hoffman brings 
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out, those individuals who develop the disease 
are possessed of an inherent, unstable vegeta- 
tive constitution, the result of an abnormal 
neuro-endocrinological mechanism often evi- 
denced as dysfunction of one or more endocrin 
glands. Under the influence of shock, cold, 
trauma, nerve injury, syphilis, they develop 
scleroderma where normal persons do not. 

I wish to thank Dr. J. C. Michael for the 
opportunity of studying this case and for his 
helpful suggestions. 
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DISCUSSION (Abstract) 


Dr. D. C. Smith, University, Va—Scleroderma is an 
example of the frequently used method of deriving a 
name for a condition from its outstanding symptom. 
It has been my habit to think of scleroderma as a 
term covering a group of diseases, rather than a disease. 
It is a symptom complex with various etiological bases 
and clinical manifestations. Careful and complete 
studies of these cases, and careful work-up are essen- 
tial for the future scientific classification of this syn- 
drome. 

I have always thought of scleroderma as a scar of 
the corium, with minor changes in the epithelial layers 


: 
2 
" 

i 

= 


Vol. XXII No. 10 


which frequently extend to the subcutaneous tissue and 
fascia. Undoubtedly, there are numerous types of in- 
jurious agents which result in this condition. 

Dr. Seale suggests that all of these cases have an ab- 
normal neuro-endocrinological mechanism, as the fun- 
damental primary abnormality. The advocates of the 
infectious, toxic, chemical, and vascular theories might 
not admit that this is true. The question might be 
asked whether the neuro-endocrinological change is an 
effect rather than a cause. 

The classification of scleroderma as given by Wise 
is about as good as I have seen. It is as follows: 

Diffuse scleroderma, or hide-bound disease; sclero- 
dactylia; circumscribed scleroderma, or morphea; and, 
scleroderma guttata, or white spot disease. These va- 
rieties, along with the marked variation in other fac- 
tors, certainly suggest that there is not a single causa- 
tive factor. It seems, however, to be proved beyond 
a doubt that endocrin and nervous disease is*the basis 
for a certain proportion of cases. It is my opinion that 
as our knowledge increases this disease will be sub- 
divided, as has happened in the case of eczema; that 
we will find out that a portion of it is due to one thing 
and another portion to another. 


Dr. George M. MacKee, New York, N. Y.—As has 
been stated, the disease has a polymorphous etiology 
and symptomatology. In this case there is a very def- 
inite endocrin dysfunction. It is to be hoped that more 
cases of this disease will be investigated from an en- 
docrin, chemical and other points of view. In this 
way, in the course of time, an accumulation of reliable 
data may shed light on the obscure etiology of sclero- 
derma. 


Dr. O. E. Denney, U.S.P.H.S., Carville, La—I wish 
to call your attention to the fact that a scleroderma- 
like condition is extremely common in leprosy. The 
lesions usually extend from the knee to the ankle, and 
are sometimes seen on the back of the hands, extending 
up toward the elbows. I venture to say at the present 
time we have fifty cases in the Leprosarium. 

The condition is rarely found in the pure nerve type 
or in the pure skin type, but it is commonly seen in the 
mixed type. The lesions are usually anesthetic. 

We have done comparatively little histological work 
on these conditions, but the lesions suggest a neuro- 
trophic source. 


Dr. J. C. Michael, Houston, Texas—Having ob- 
served the patient whom Dr. Seale has studied for 
several years, I should like to refer to certain features 
which have interested me. First, the clinical appear- 
ance of the condition was not unlike the case reported 
by Wise and Shelmire under the caption of dermatitis 
chronica lichenoides atrophicans (Csillag). I have seen 
both of these patients; so has the elder Dr. Shelmire, 
and we were both struck by certain resemblances, par- 
ticularly the band-like striations and white macules. I 
think that Dr. Seale’s patient presents a borderline case 
between lichenoid scleroderma and Ccsillag’s disease. 
Next, the investigation of Dr. Seale, supplementing that 
of Hoffman in a series of scleroderma, has given us, 
I think, a better insight into the pathogenesis of sclero- 
derma. When we speak of the toxic, infectious, leutic 
and other origins of scleroderma, we must recognize 
that there must be another factor (a predisposing one). 
Hoffman’s work gives us something to lean on in this 
respect. He advanced or supports the conception of 


a state of instability of the vegetative nervous sys- 
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tem (and the endocrinous which is interwoven with it) 
in patients with scleroderma. This unstable state can 
be determined by suitable tests. It is in these with 
an unstable vegetative nervous system that trauma 
and infections cause scleroderma. This, it seems to 
me, is the best hypothesis in the present state of our 
knowledge. 


COMPOUND FRACTURES CONVERTED 
INTO SIMPLE FRACTURES* 


By E. Bennette Henson, M.D., 
Charleston, W. Va. 


The management of compound fractures is 
not in the least standardized, which is to say 
that the ideal has not been reached. Surgeons 
throughout the Country are striving to achieve 
the same end, each using that method which 
he feels will restore the patient to his place in 
society in the best possible condition in the 
shortest space of time. 

Realizing that the compound fracture cases 
were looked upon by hospital attaches as board- 
ers, we started a few years ago a campaign to 
shorten the hospital stay of this class of patients 
by very rigid hospital care, particularly on ad- 
mission. Dakin’s tubes were soon discarded and 
a careful cleansing of the wound with fixation 
of the fractured bones where it could be done 
easily and debridement of the devitalized skin 
and muscle tissue with closure of the wound by 
interrupted sutures and skin clips was begun. 
The success attending these cases gave us more 
confidence until soon we were closing every 
compound fracture that permitted primary clos- 
ure, if it was admitted within twenty-four hours 
after the injury. We were surprised to find that 
many of these healed without infection and 
were ready to leave the hospital in two to three 
weeks. 

In those cases which became infected, imme- 
diate treatment by Dakin’s solution was insti- 
tuted. The hospital days were not prolonged 
by the attempt to obtain primary healing, but 
we are confident that much time was saved by 
an earnest effort on admission to prevent in- 
fection. 

We attempt to close every compound fracture 
if it is admitted the day the accident occurs, 
whether the fracture be of the skull or a phalanx 
of toe, or any other bone between these two, 


*Read in Section on Bone and Joint Surgery, South- 
ern Medical Association, Twenty-Second Annual Meet- 
ing, Asheville, North Carolina, November 12-15, 1928. 
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unless the condition of shock does not permit 
operative interference. Since the tibia and fibula 
are most often the bones involved in compound 
fractures, this type of fracture will be used to 
illustrate our method of treatment. 


The violence producing a compound wound 
is usually sufficient to fracture the bone in such 
a way that fixation by mechanical means is sim- 
ple. The fracture of the tibia is often com- 
minuted in a spiral, oblique or crushing manner 
which allows easy fixation (Figs. J] and //). Many 
times a sliver of bone can be used as a graft 
(Fig. I]-G). If position cannot be maintained 
by the use of kangaroo tendon, either by pass- 
ing it through drill holes (Fig. //-F), wrapping 
(Fig. 1I-H), by periosteal suturing end to end, or 
by modeling a cabinet maker’s joint with the 
two ends of bone, using bone nippers or bone 
saw (Fig. /-B), we prefer to use skeletal trac- 
tion by means of the Cannady-Beasley calipers 
(Fig. J-A), Steinmann pin, or Finneschieto stir- 
rup, rather than to use Lane plates or a similar 
material. The object in view is to prevent in- 
fection, and in order to accomplish this one 
must avoid prolonged and difficult manipulation 
with its additional trauma. For the same rea- 
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son we refrain from extensive debridement, but 
rather depend upon thorough cleansing and re- 
moving all dirt and foreign material with min- 
imum manipulation. Shock is so often encoun- 
tered in these cases that to prolong operative 
measures beyond the rapid cleaning up and su- 
ture of wound would be unwise. Traction can 
be depended upon to maintain position here as 
in any simple fracture. We find it necessary to 
use adhesive traction in a number of cases and 
have not had much difficulty in obtaining good 
position. 
TYPES OF WOUNDS 


When a fracture of the tibia and fibula is 
produced by a fall with the feet extended, caus- 
ing the ends of the bone to be jammed into the 
ground (Fig. JJ-E), the end thus jammed should 
be cut away at least 1 cm. before being returned 
to its position, to avoid absorption of devitalized 
bone end and delayed union. 

One of the difficulties encountered in closing 
a compound fracture of the leg is the tension 
required. This can be overcome by making 
small incisions on either side of the wound to 
relieve pressure (Fig. J/]-L). In this way there 
is no danger of sloughing of the skin, provided 
the devitalized skin edges have been removed. 
Occasionally it will be nec- 


essary to do a sliding skin 
and fascia graft to cover 
exposed bone if the wound 
is over the anterior crest 
of the tibia, which unfor- 
tunately is common (Fig. 
III-K). We cover over 
the tibial crest at all 
costs, for if a gaping wound 
occurs here, a localized os- 
teomyelitis and delayed 
healing of fracture usually 
follow. By the simple ex- 
pedient of suturing healthy 
skin to healthy skin with- 
out tension over the tibial 
crest one can secure pri- 


Fig. 1 

Tracings of x-ray films of fractures (compound). 

Type A.—Canna@y-Beasley calipers in position in ef- 
fort to force the fractured tibal fragments in position 
by continuous pressure. 

Type B.—For cabinet maker’s modeling to 
over-riding. 

Type C.—Sliding graft held fast by heavy kangaroo 
tendon. 

Type D.—Slight alteration of fragments by bone nip- 
pers with periosteal sutures is all that is required. 


avoid 


mary healing. This often 
requires one to leave a large gaping wound 
on either side of the leg, but this is not 
so bad as it sounds for the reason that the 
newly-made wounds have muscle and _ fascia 
beneath, and not bone (Fig. J//). Primary 
healing is thus obtained where most desired and 
the secondary wounds can be closed in four or 
five days after the swelling has subsided, or a 
skin graft may be done. 
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In cases of severe shock the wound is cleansed, 
as well as surgical judgment dictates, packed 
with some antiseptic solution, and left alone 
until shock has been overcome. In one case 
thus treated at the Charleston General Hospital 
by one of my colleagues, a delay of five days 
was allowed before skin closure was attempted, 
with primary healing of the wound. 

As was previously stated, we attempt to close 
every compound fracture seen within the first 
twenty-four hours, and it goes without saying 
that not all heal without infection. Many times 
the laceration of soft parts is so extensive that 
closure is impossible. In these cases we clean 
up as best we can and apply some antiseptic 
dressing. lIodoform gauze is often used. More 
recently we have used a heavy Unna paste dress- 
ing, and over this a light plaster cast, which is 
bivalved. The temperature chart is watched 
carefully. If the temperature remains normal 
the wound is not dressed until the patient stren- 
uously objects to the odor. When the tempera- 
ture begins to climb a careful inspection of the 
wound is made to determine the severity of in- 
fection, to institute treat- 
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was broken in two places, upper and lower third. The 
ragged skin margins were cut away and the wound 
closed with heavy silk. The leg was placed in a form- 
fitting wire splint for fixation. The wound was dressed 
on the fifth day and found to be healing nicely. On 
the fourteenth day a plaster cast was applied and then 
the patient was aliowed to go home. Union of frac- 
ture was sufficient to allow weight bearing at the end 
of the tenth week. 

In a review of one hundred cases we find 
that 90 per cent of the cases of compound frac- 
tures occurring in the coal mines heal by primary 
union. Those occurring on the streets do not 
heal by primary union as often as those occur- 
ring in coal mines. This is easily understood 
by physicians acquainted with coal mining. The 
mines are fairly free from contamination, whereas 
the streets are filled with contamination. 

There has been no case of non-union and but 
one case of delayed union of the tibia in the 
past two years. This case required six months 
to unite, but was one in which there was a com- 
pound fracture of both tibia and fibula (Fig. J 
B and C), which probably had something to do 
with delayed union. 

There have been no secondary wound com- 


ment to combat infection, 
and if pessible to protect the 
fracture. 

The following case will 
illustrate fairly well the 
method used upon cases ad- 
mitted with compound frac- 
ture: 


Jeanette B., age 27, was ad- 
mitted to the Charleston Gen- |_ 
eral Hospital November 14, | # 
1927, at 5:00 p. m. with a his- : 
tory of jumping from a second- 
story window at 4:00 p. m., the 
left foot landing in a small hole 
in the ground. Upon admission, 
the proximal end of the tibia 
was protruding through the open- 
ing in the skin, with the foot ly- 
ing inverted (Fig. IJ-A). The 


Fig 


weight of the fall was on the 
left leg. 

Operation two hours after accident was: the punc- 
tured wound of skin on the mesial surface of the left 
leg lower third was enlarged 1 cm. The proximal end 
of the tibia was nipped off with rongeur forceps, the 
wound was then cleansed with iodin, and the exposed 
bone was replaced. The fractured ends of the tibia 
were brought into alignment, and drill holes were made 
through the distal and proximal ends, through which 
heavy kangaroo tendon was passed and tied, holding 
the fracture firmly in position (Fig. J-B). The fibula 


Fig. 2 

Type E.—Wrapping of fracture ends with heavy 
kangaroo tendon held bones in excellent alignment. 

Type F.—Drill holes in tibia with fixation by kan- 
garo tendon. 

Type G.—Bone fragment used as a graft fixed by 
wrapping kangaroo tendon around graft and shaft of 
tibia, similar to repair of broken spcke in buggy 
wheel. 

Type H.—Fragments held together by methods sim- 
ilar to G. 
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The primary wound should 
be sutured without tension at 
all costs. 

Delayed union was _ noted 
only once in one hundred 
cases. There was no case of 
non-union. 

1102 Virginia Street 


DISCUSSION (Abstract) 

Dr. C. N. Carraway, Birming- 
ham, Ala.—I should like to empha- 
size the extreme care that one must 
take in his first preparation of a 
compound fracture wound. In re- 
viewing 1210 fractures at the Nor- 
wood Hospital and Clinic we found 
74 compound fractures. We were 
able to convert sixty-three of these 
into simple fractures by cleansing 
and rendering as sterile as possible 
the compound wound at its first set- 
ting. Of the remaining eleven cases 
seven cleared up under efficient 
drainage. Four had a rather severe 
infection. In fact, three of them 
had gas bacillus infection, which 
necessitated amputation, with one 


Fig. 3 

Type P.—Usual type of wound of leg in compound 
fracture. 

Type Q.—Method of closure by multiple stab in- 
cision in surrounding skin. 

Type R.—The sliding of skin and fascia to facilitate 
closure. Wound over bone should be closed without 
tension. 


plications such as indolent ulcers developing 
following closures. My observation as surgical 
examiner for the U. S. Veterans’ Bureau has 
convinced me that the surgeon should give the 
greatest consideration to the situation of the 
scar on the leg to avoid one over the crest of 
the tibia. Too often an otherwise excellent re- 
sult is marred by an adherent scar over the 
crest of the tibia, which is constantly being in- 
jured and ulcerated. 


SUMMARY 


All compound fractures should be thoroughly 
cleansed and the skin wound closed without 
drainage wherever possible. 

Cumbersome and difficult methods of bone 
fixation should be avoided. The simplest and 
quickest method of apposition with the least 
amount of trauma should be used. 

Traction as in simple fractures should be re- 
sorted to to maintain position in many of these 
cases. 


recovery out of the three. The 
other four finally cleared up with proper drainage. 

There has been a great revolution in the care of 
compound fractures. The general practitioner should 
not reduce a bone that is protruding, and should not 
introduce anything into a compound fracture, but leave 
it to the surgeon, and send the patient to the surgeon 
as quickly as possible. I believe at least 80 per cent 
of compound fractures can be converted into simple 
fractures. Success depends upon the first setting. Clean 
and remove the devitalized tissues and render the 
wound as nearly sterile as possible. 


Dr. F. G. Hodgson, Atlanta, Ga—In a private case, 
if the patient is perfectly clean and the fracture has 
occurred in a clean area, for instance in the house, 
you have much less chance of getting a severe infec- 
tion than if you pick up a dirty little negro boy on 
the street, knocked down by an automobile, his bones 
having been ground in the dirt. Here there is danger 
of gas bacillus infection. Whenever possible one should 
sew up these wounds, close them and try to get primary 
union. We made it a rule in the City Hospital if there 
is any extensive destruction of skin or considerable 
contamination of the wound not to sew these cases up. 
They are cleansed as thoroughly as possible, the wound 
is packed with vaseline gauze, and a plaster cast is 
applied after they have been reduced and held still 
according to the method of Orr. No dressings are done 
unless the temperature rises and there is evidence of 
infection. 

The essayist says he does a primary closure on cases 
coming in within the first twenty-four hours. I think 
twenty-four-hour cases are very apt to be contam- 
inated. We do not try primary closure in cases which 
have been injured more than eight hours. 

He speaks of drilling holes in the bones and fasten- 
ing them together. I think we have to be careful of 
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spreading infection into the bone by additional trauma. 

Also he speaks of cutting 1 cm. of bone away if it 
has become contaminated. If we cut away 1 cm. of 
bone from both fragments of a tibia we have consid- 
erable shortening of the bone and, perhaps, will get 
non-union. 


It is an excellent idea always to cover the crest of 
the tibia, making lateral incisions, if the case is clean 
and there is no danger of infection. 


Dr. J. R. Bost, Houston, Texas—I have not been 
able to bring myself to close questionable compound 
fractures as the essayist has described. We are all 
approaching this type of treatment. We are doing 
less draining than we did a few years ago, but invariably 
if the case is at all dirty or we are at all in doubt we 
put in tubes, and, of course, do the usual cleansing of 
the wound. 

We have many gunshot wounds among our. negroes 
and Mexicans. I probably see more compound frac- 
tures from gunshot wounds than from any other cause. 

We have been leaving our gunshot wounds alone, 
if we are sure there is nothing in the wound, and we 
have been getting better results than we did when 
we monkeyed with them. Probably, if we go further 
with our compound fractures we will find that we 
get the best results when we leave them alone. 

I am getting away from skeletal traction more all 
the time. In simple fracture of the femur I find ad- 
hesives much more satisfactory and more comfortable 
to the patient. There is no fear of infecting bone from 
the traction. 

I do not put anything inside if I can hold the frac- 
ture in position with traction, not even absorbable 
material. I never use non-absorbable material if there 
is any possible way to get along without it. We have 
gotten almost entirely away from non-absorbable ma- 
terial. 

Dr. H. Page Mauck, Richmond, Va——Much damage 
is done to soft tissues by the chemicals that we use, 
so-called antiseptics. In our own practice we clean 
the wound by pouring into it after the blood has been 
removed a simple antiseptic, and then we wash thor- 
oughly with normal saline. That is all the chemical 
treatment that our compound fractures get. 

I have never felt safe about closing cases which 
had extensive sofe tissue injury. In cases of extensive 
muscle injury the skin is very often overlying the 
muscle. If we put additional tension on the case we 
will get a slough. It is difficult to cover the front of 
the tibia in compound fractures of the tibia, and yet 
I have a hesitancy in making lateral gashes of any 
length over tissue which looks as if its circulation 
were not good. I would rather save some of the 
tissue than cut a part of its circulation. If one makes 
a left bilateral incision, puts tension on that, and 
eventually gets a slough, the exposure is greater. 


Dr. J. Albert Key, St. Louis, Mo—When compound 
fractures are seen early they should be thoroughly 
cleansed and closed. In the War we learned to con- 
sider a bullet wound due to a high velocity projectile 
as a simple fracture. On the other hand, shell or shrap- 
nel wounds were treated as compound fractures. Most 
of the bullet wounds in civil life are due to high-pow- 
ered projectiles. I do not think that they should be 


considered in the same category as the compound frac- 
tures which the essayist was talking about. 
In treating compound fractures I debride the wound 
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thoroughly, removing all badly damaged tissue, and 
then wash it out with salt solution, warm but not too 
hot, for fifteen minutes by the clock. All loose bone 
fragments and those which have not enough periosteum 
attached to them to assure nutrition should be re- 
moved. It is better to get mal-union than to risk put- 
ting any foreign material, either absorbable or non- 
absorbable, in a compound fracture which you expect 
to close. 

It is very important that full thickness of the skin 
should be brought over the surface of the tibia. For 
that reason I use the same type of lateral incisions, and 
1 do not hesitate to make them as long as I want them 
and to spread them as much as necessary. 

The last thing that I do is to put in a drain, because 
I feel that these fractures should be drained for at 
least forty-eight hours. 

Dr. Henson (closing) —Many of you know from ex- 
perience that wounds received in coal mines heal nicely 
because they are not contaminated in the same sense 
that war wounds are contaminated. I do not hesitate 
to close a coal miner’s wound twenty-four hours after 
the accident. With a case picked up on the street it 
is different. With adequate first aid rendered soon 
after the accident the time element is not so important. 

The solution used in compound iractures should not 
be irritating to the soft tissue. The long washing 
mentioned by Dr. Key I have not carried out. 
The point I tried to stress was the careful closure 
of the primary wound and its protection by making 
multiple stab incisions around it. Whenever possi- 
ble the fracture should be stabilized by the simplest 
method possible. Toco much time is lost and too much 
additional trauma is produced in the surgery of this 
class of injury. 


SERIAL PYELO-URETEROGRAPHY* 


By ABRAHAM Mattes, M.D., 
New Orleans, La. 


By serial pyelo-ureterography is meant the 
taking of roentgenograms of the upper urinary 
tract in such sequence as accurately to demon- 
strate the functional ability of kidney pelvis and 
ureter. Anomalies and abnormalities of both 
structures are more clearly recognized by this 
procedure. A routine gastro-intestinal series as 
contrasted to the older methods of diagnosis in 
gastro-enterology bears a striking relationship 
to serial pyelo-ureterography in urology. 

It is my purpose to show that functional dis- 
turbances of the renal pelvis can be clearly diag- 
nosed by time pictures; also that retention of 
opaque media is always associated with the pres- 
ence of signs and symptoms. 


The literature of recent years has added little 
to our knowledge of this subject. The lack of 


*Read in Section on Urology, Southern Medical As- 
sociation, Twenty-Second Annual Meeting, Asheville, 
North Carolina, November 12-15, 1928. 
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a standard technic has given rise to faulty inter- 
pretations. As a result there exists no definite 
basis for a proper correlation of findings amongst 
the various clinics. 


Frontz’s conclusions regarding the diagnosis 
of stricture of the ureter are faulty. Pyelo- 
ureterography would explain his failure to know 
why hydro-ureters and hydronephroses give in- 
definite findings in his x-ray studies. 


Lower and Belcher, in their x-ray study of 
ureters, use two catheters, one to the site of 
obstruction and the other above it, in differen- 
tial ureterography for stricture of the ureter. It 
is a novel method, but serial pyelo-ureterography 
gives more detail and causes less trauma. 

Cole stressed the fallacy of placing dependence 
on the value of angulations in flat plates and 
proved that some kinks are not kinks at all. By 
its dependence on the presence or absence of 
stasis, serial pyelo-ureterography prevents these 
elements from disturbing the mind of the in- 
vestigator. 

Legue and his coworkers believe that hydro- 
nephrosis may be a neuro-muscular disturbance 
of purely adynamic origin, and they suggest 
anti-spasmodic therapy. It seems to me that 
hydronephrosis is associated frequently with such 
a disturbance in the uretero-pelvic area, and 
that dilation and anti-spasmodic treatment are 
indicated. If no relief is afforded surgery is 
of great benefit. 

Intrapelvic pressure determinations (Kreutz- 
mann) are of value in some cases. Where the 
pressure is high anti-spasmodic therapy is indi- 
cated, and where it is low the use of strychnine 
and like preparations. Ureteral dilation should 
always be used. 

Eisendrath stressed the value of bilateral pye- 
lography and pyelo-ureterography, but did not 
mention ureteral or pelvic stasis as determined 
by time pictures. 

There are many methods of injecting the 
pelvis and ureter. All methods aim at the de- 
termination of the presence of stone, tumor, 
infection, tuberculosis, a pyo- or hydro-pelvis, a 
pyo- or hydro-ureter, stricture of the ureter, and 
other anomalies and abnormalities of kidney and 
ureter. An occasional urologist may take an 
x-ray picture several minutes or longer following 
his study of the plates, at the time of examina- 
tion, to check back on his case. Another may 
want to note if the opaque medium is still pres- 
ent. None has adopted the routine of x-raying 


his cases after a certain stated interval, espe- 
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cially where the usual abnormalities are known 
not to exist. 


The method suggested by Mattes in 1926 
forms the basis of the present study. All cases 
were seen in consultation at Charity Hospital 
and invariably disease of the pelvic organs, 
appendix, gall bladder, and gastro-intestinal tract 
had been ruled out or was only mildly consid- 
ered as a diagnosis. Symptoms varied from 
typical attacks of renal colic to gastric distress 
and other gastric symptoms; pains in the flank, 
radiating pain to the bladder, down the thighs 
and legs; pain across the back; fullness in the 
side, and general abdominal aches. The findings 
indicated the urinary tract to be the major 
offender. 


The bladder urine was usually negative except 
for a few red blood cells. Ureteral catheters 
Nos. 4 and 5 passed easily to the pelvis in most 
cases. Aspiration of the catheter gave less than 
2 to 3 c.c. of urine as a rule. 


Technic.—With catheters in situ, the first 
x-ray picture is made. This outlines the course 
of the ureter and its relation to the kidney and 
other structures, as well as any abnormality 
that would cast a shadow. The second plate 
follows the injection of 3 to 4 c.c. of 25 to 40 
per cent sodium iodid solution. The catheters 
are blocked to prevent the escape of media. This 
picture outlines the pelvis and the ureter, when 
there is leakage alongside the catheter. 

The third picture is taken following the simul- 
taneous withdrawal of the catheter and injec- 
tion of 1 to 3 c.c. of 25 to 40 per cent sodium 
iodid solution. This picture outlines both renal 
pelvis and ureter, and occasionally the bladder. 
Hyperactivity of the ureter is here noted by the 
absence of a shadow along its course. 

A fourth picture is taken in the same supine 
position five minutes later. This picture gives 
the degree of stasis in pelvis and ureter and at 
times the outline of the bladder. Occasionally 
more plates are taken at longer intervals, as in 
hydronephrosis. Abnormal conditions of the 
uretero-pelvic area are clearly seen and easily 
recognized if they are present in several films. 
A stricture of the ureter will always show a re- 
tention of opaque media if drainage is faulty. 
This retention may be confined to the ureter 
alone, or may include the pelvis and the caliceal 
system. 

Hunner and others have impressed us with 
the importance of the presence of stricture of the 
ureter, its pathology, symptomatology, and diag- 
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nosis. Diagnostic methods so far deal with the 
behavior of instruments going up the ureter, or 
the hang of the bulb on withdrawal. Uretero- 
grams are variously interpreted by different ob- 
servers. Even when pyeloscopy and _ ureteros- 
copy are done not enough consideration is given 
to the ability of the upper urinary tract to empty 
itself of media injected. Angulations and spasms 
give false interpretations and are responsible 
for many a faulty diagnosis. The passage of 
large calibrated instruments or bulbs is danger- 
ous to the well being of the patient and is fol- 
lowed by reactions in the ureteral wall which 
counteract all the good that is done. 

It is not of importance what sized instrument 
can pass up the ureter, nor where there is a 
hang on withdrawal. It is of importance that 
the pelvis and ureter shall drain properly. The 
condition of the ureter is no criterion of its func- 
tional ability. Both pelvis and ureter should 
be studied in terms of output, to determine 
whether drainage is within normal limits. This 
can be done only by serial pyelo-ureterograms 
or by pyeloscopy. 

In a few of the cases to be presented, no ab- 
normality was noted other than five minute 
stasis in the pelvis of the kidney. This is caused 
by some condition at the uretero-pelvic area, or 
by an atonic state of the pelvis. The tone of 
the pelvis may be temporarily lost, permitting 
dilation and stasis. This condition can be likened 
to cardiac neurosis and functional disturbances 
of the heart; likewise to similar conditions of 
the stomach. Legue’s views are in accord with 
the above statements. 


Ureteral dilation, using catheters or bougies, 
Nos. 5 to 10, usually Nos. 6 to 8, suffices in 
the average case to provide a lumen in the 
ureter that will give normal drainage. Periodic 
dilation is accompanied by an amelioration of 
symptoms or their complete disappearance. When 
no results are noted another urographic study 
may show a persistence of pelvic stasis. This 
can be remedied only by surgical intervention. 
Pyelo-ureteroplasty in future years will be as 
common an operation as gastro-enterostomy, be- 
ing indicated when stasis is persistent. 

There were 328 cases seen in consultation 
and cystoscoped at Charity Hospital from Jan- 
uary, 1927, to July, 1928. Bilateral pyelo- 
ureterograms were made in 140 cases. Five- 
minute stasis were noted as follows: 17 cases 


showed right pelvic stasis; 6 left pelvic stasis; 
17 bilateral pelvic stasis; 1 left ureteral stasis; 
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2 bilateral ureteral stasis; 9 bilateral ureteral 
and pelvic stasis; 8 right pelvic and ureteral 
stasis; 2 left pelvic and ureteral stasis; and 1 
right pelvic and ureteral and left pelvic stasis. 
Or of 140 cases subjected to urographic study, 
evidence of moderate to considerable five-minute 
stasis was present in 63 cases, or 45 per cent. 
In a fair number of the remaining 55 per cent, 
ptosis, tumor, stone and stricture were noted. 


Stricture in these cases was associated with 
good drainage. When drainage is normal at the 
time of examination, impairment of the urinary 
tract should not be ruled out. If symptoms are 
present and other organs apparently are normal, 
and there is difficulty in passing a catheter, there 
is stasis, but of an intermittent nature. The 
history, cystoscopic data, and urographic study 
are necessary in every case for a diagnosis. 


CONCLUSIONS 


Serial pyelo-ureterography offers a method of 
diagnosis in many abnormal renal and ureteral 
conditions that would ordinarily escape detec- 
tion. 

Non-opaque ureteral calculi can be visualized 
by this method. Several plates are necessary 
with gradual withdrawal of the catheter znd in- 
jection of opaque media at different levels. 

Bilateral pyelo-ureterography gives informa- 
tion as to the status of the opposite side, which 
is always valuable, irrespective of findings. 

Functional disturbances of the renal pelvis can 
be diagnosed only by serial pyelo-ureterography. 
Pyeloscopy is ideal for diagnosis, but offers too 
many difficulties for the average worker to be 
universally used. 


CASE REPORTS 


Case 1—Taylor Lirrette, a white male, age 19, was 
admitted to the hospital June 19, 1927, with the tenta- 
tive diagnosis of appendicitis. He complained of pain 
in the right lower quadrant and along the right iliac 
crest, radiating upwards posteriorly to the area below 
the ribs in the mid scapular line. With this there was 
nausea but no vomiting. The first attack began two 
years before. Since then attacks had occurred at 
monthly intervals. There was no urinary disturbance, 
and urinalysis was negative. The Wassermann test was 
negative. Examination elicited tenderness over the whole 
right side. 

Cystoscopy was done June 22, 1927. A No. 5 catheter 
was passed to each pelvis with no difficulty. Aspiration 
gave no residual urine. Serial pyelo-ureterography 
showed bilateral pelvic five-minute stasis, with dilation 
of the pelves, right ureteral stasis from the sacrum up- 
wards, and constrictions at both uretero-pelvic areas. 


The patient left the hospital free of symptoms and 
was instructed to return for dilation. He returned 
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Case 1, Fig. 1. 
T. L., Catheters in pelvis. 


Case 1, Fig. 2. 
Bilateral pyelogram. 


August 13, 1927, stating that he had remained well for 
a month. He was cystoscoped and a No. 6 catheter 
was passed up each side with no difficulty. There was 
no stasis. He returned September 2, 1927, free of all 
pain. He was cystoscoped, and a No. 5 catheter was 
passed up each side. On the right side there was no 
stasis; on the left 5 c.c. of fluid was obtained. He 
was instructed to return for further dilation, but failed 
to do so. 


Serial pyelo-ureterography enabled us to arrive at a 
correct diagnosis of the condition of his right ureter 
and pelvis, and the bilateral method disclosed disease 
on the left side that otherwise would have escaped 
detection. 


Case 2—Miss I. L., a white girl, age 18, was seen 
in the clinic complaining of pain in the right lumbar 
region. An appendectomy two years before had given 
relief for only three months. There was pain on pres- 
sure over the right lumbar area. Cystoscopy was per- 
formed on January 11, 1927. A No. 5 catheter was 
passed up each side with no difficulty. Pyelo-ureter- 
ographic study showed bilateral ureteral and pelvic stasis 
from the meatus upwards. A severe reaction followed. 
She passed some bloody urine. She returned to the 
hospital two days later with partial anuria, and lumbar 
pains and severe pain in the lower right quadrant. She 
vomited frequently. There was suppression of urine 
from January 13 to 15. A catheter inserted in the 


Case 2, Fig. 1. 
Catheters in situ. 


Case 2, Fig. 2. 
Each pelvis injected. 


Fig. 3. 
Pyelo-ureterogram. 


Case 1, Fig. 4. 
Taken five minutes after 
Fig. 3. Note stasis in 
each pelvis. 


Case 1, 


bladder showed no urine there. As the blood chemical 
findings were normal, she was left alone by the urologist 
in charge of her service. 


January 16, 1927, she was cystoscoped by Dr. P., 
and four ounces of urine were obtained from the blad- 
der. The right ureter was catheterized with difficulty, 
the left with ease. No notation was made as to the 
size of the catheter used. Clear urine was obtained 
from each side. On aspiration 20 c.c. of bloody urine 
were obtained from each side. Her physician lavaged 
the kidneys with weak adrenalin, leaving some in each 
pelvis. He detected a good flow from the left side, 
but none from the right. She was discharged improved, 
but not voiding freely, on January 20, 1927. 


I am firmly of the belief that bilateral pyelography 
had little to do with this case of anuria. I have seen 
similar reactions follow simple catheterization. Legue 
reports that he has had to go back and leave catheters 
in situ in at least 3:500 cases. This case was seen at 
different intervals by the same urologists, was re-ad- 
mitted June 27, 1927, and died following a right pye- 
lotomy September 16, 1927. This was done on account 
of reports of increasing blood chemical findings and 
anuria. She was cystoscoped by several on the staff 
with varying success, and with practically no relief the 
last few times. The diagnosis was stricture of both 
ureters about 4 to 5 inches up each side. Her non- 


protein nitrogen on September 16 was 250 mg. 


Case 2, Fig. 3. 

Note complete bilateral 
pyelo-ureterogram fol- 
lowing withdrawal of 
catheters. 


Case 2, Fig. 4. 
Note five-minute stasis 
from the meatus up- 
wards, 
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from the meatus upwards, in- 
cluding the pelvis. Constric- 
tion of the lower end of the 
ureter was noted on each side. 

June 30, 1927, a No. 6 cath- 
eter was passed up each side 
with no difficulty. There was 
no stasis on the right side; on 
the left there were 3 c.c. of 
urine. The bladder and kidney 
urines were negative. 

July 9, 1927, a No. 5 cath- 
eter was passed up each side 
with no difficulty. On the right 
side there were 2 c.c. of urine; 


8S, Fig. 3. 

P y ei o-ureterogram. 
Note rapid emptying 
of left ureter. 


Case 8, Fig. 2. Case 
Note bilateral pyelogram. 


The patient’s mother later informed the intern that 
her daughter had taken bichlorid of mercury tablets 
in December, 1926. What bearing this had on the case 
is problematical. The presence of bilateral stricture at 
the time of examination is undoubted. The failure to 
leave both catheters in place at the time of catheteriza- 
tion following the first anuric state is, to my mind, re- 
sponsible for the subsequent course, as much as the 
irregularity of attendance of the patient. Again, I be- 
lieve a closer co-operation between patient and cysto- 
scopist would have greatly benefited the patient. 


Case 8—Emma Picard, a colored woman, age 22, was 
seen on March 17, 1927, complaining of pain which 
had existed in the left kidney area for one year. There 
were no bladder symptoms. Her past history was neg- 


ative. Cystoscopy showed a reddened left ureteral 
meatus. A No. 6 catheter passed up each side with no 
difficulty. There was no stasis. Pyelo-ureterography 


showed the pelvis to be moderately enlarged on the 
right side, with good drainage, and on the left a mod- 
erately enlarged pelvis, with dilatation of the lower 
calyx and distinct five-minute pelvic stasis. Urines from 
the bladder and from each side were negative. 

This patient did not return for treatment. 

Time pictures in this instance enabled us to make a 
diagnosis that satisfactorily explained all symptoms. 
It is in cases of this type that serial pyelo-ureterography 
gives valuable information. 

Case 9.—Jesse Nelson, a colored man, age 30, was 
seen June 8, 1927. For two months he had had chills 
and fever. Ten days before 


Five minutes later. 
stasis in left renal pel- 
vis. 


our examination he developed 
cramps in the lower abdomen 
and had been in bed the entire 


time since. There were no 
urinary symptoms. The Widal 
test was negative. His past 


history was of no significance. 
On cyscopy, June 8, 1927, the 
meatus were seen to be in- 
jected. A No. 5 catheter passed 
up each side with no difficulty. 
There was no stasis on the 
right side; on the left side there 
were 3 c.c. of urine. The 
urines were negative for tu- 
bercle bacilli, and showed no 
pus. Serial pyelo-ureterographic 
study showed bilateral stasis 


Case 9, Fig. 2. 


Bilateral pyelogram. 


on the left none. 

The temperature went down 
June 16, 1927. June 19 he was 
improved. June 21 he had no 
temperature. June 28 he was 
doing well. X-ray of the chest and some lung findings 
suggested pulmonary tuberculosis. The sputum was 
negative. Blood chemical findings and Wassermann 
were negative. There were 9400 leucocytes, with 82 
per cent neutrophils. He was discharged from the hos- 
pital July 11, 1927, greatly improved and free of fever. 
He was instructed to return for further dilatation, but 
did not do so. 

Treatment caused a cessation of symptoms and low- 
ering of temperature. Stasis can cause elevation of tem- 
perature when infection is not present. In the absence 
of urinary findings a careful history will prevent many 
an incorrect diagnosis. 


Case 12.—Mrs. E. Pontiff, a white woman, age 19, 
was admitted to the hospital on June 18, 1928, com- 
plaining of pain in the right side, along the course of 
the ureter and right kidney area. She had been in 
the hospital the previous year for three weeks for 
pyelitis. At that time she was pregnant and an abor- 
tion was done. There was no history of cystoscopy. 
The urine was negative. 

June 21, 1928, a No. 5 catheter was passed up each 
side with no difficulty. Less than 2 c.c. of fluid were 
obtained from the right and left sides. All urines col- 
lected were negative. Serial bilateral pyelo-ureter- 
ography showed five-minute stasis in the pelvis of the 
right kidney and constriction at the uretero-pelvic area. 
The left side was negative. Upon vaginal examination 


Case 8, Fig. 4. 
Note 


a small cystic right ovary was noted, not sufficient to 
cause trouble or warrant an operation. 


Case 9, Fig. 4. 
Five minutes later. Note 
bilateral pelvic stasis. 


Case 9, Fig. 3. 
Pyelo-ureterogram after 
removal of catheters. 
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had passed down in four hours. 
I believe we have in serial 
pyelo-ureterography a_ possible 
solution of many difficulties. 
The most frequent cause of 
stasis is stricture, and stricture 
must be differentiated from 
conditions that were formerly 
diagnosed as stricture. A nar- 
rowing which is _ beautifully 
seen in some pictures may on 
further examination not be 
present at all. It may be due 
to a wave or spasm at the time 
the picture is taken. Serial pic- 
tures are of great value in de- 


Case 12, Fig. 2. Case 12, Fig. 3. Case 12, Fig. 4. - : 
Pyelogram. Pyelo-ureterogram. Note Taken five minutes later, *€?mining this. 
rapid emptying of left Note complete stasis in | Another point brought out 


ureter, right pelvis, with ure- in the paper is that stasis does 
tero pelvic area disturb- pot depend upon the capacity 


She was discharged from the hospital on June 23 
and instructed to return for dilation. She did not do 
so, but returned to the hospital on July 6, 1928, with 
the diagnosis of stricture of the right ureter. The urine 
contained pus cells and some red blood cells. She re- 
mained in the ward seven days. The chart fails to 
show whether she was cystoscoped or not. 


Here is an undoubted case of a neuro-muscular dis- 
turbance of the right uretero-pelvic muscle that would 
have responded well to treatment, both medical and 
mechanical, if there had existed a spirit of cooperation 
between patient and urologist. 
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DISCUSSION (Abstract) 


Dr. Earl Floyd, Atlanta, Ga—This information is 
new. The only articles on the subject familiar to me 
are those of Dr. Goldstein, who showed that the normal 
emptying time is between four and seven minutes. Later 
he reported that the emptying time in certain pathologi- 
cal conditions is greatly delayed. My experience has 
been small, but it indicates that the emptying time with 
normal kidneys is about five minutes. In pathological 
conditions it is delayed sometimes as long as three or 
four hours. In one case I felt that it was necessary to 
drain the fluid off, for none or very little of the solution 


ance. 


of the pelvis. Some kidneys 
with a small pelvis may have 
a much longer retention than those with larger pelves. 
Some of us may think that because the capacity is 
normal stasis is not present. A series of pictures in 
such cases may be very useful. 


Dr. Courtney W. Shropshire, Birmingham, Ala—I 
believe that spasms could be diagnosed more conclu- 
sively if the pyelograms were taken on different dates. 
Spasm may remain present for a little while. 


Difficulty with this method is the additional cost of 
the serial plates. Different clinics figure the actual cost 
of overhead and technicians at about $6.00 a plate, 
and they charge about $15.00 for the picture. 


The patient must undergo considerable exposure to 
the x-ray in the extra pictures if the work has to be 
checked. There is a question whether there would be 
any danger in the additional amount of x-ray. 


Dr. Mattes called attention to the floating kidney, 
but I did not notice that he called attention to the posi- 
tion of taking pyelograms for floating kidney. If the 
patient is in the prone position it is almost impossible 
to get a proper excursion of the kidney. We have been 
using a certain technic in taking plates of floating kid- 
neys. The table is put in an extreme Trendelenberg 
position, the plate is taken, and then a reverse Trendel- 
enberg position is taken directly opposite, and you can 
see how the kidney has dropped down. Would serial 
uretero-pyelograms show anything more definite than 
this, if the patients were not placed in different posi- 
tions ? 


Dr. David M. Davis, Baltimore, Md.—It occurred to 
me some time ago that in the making of these uretero- 
pyelograms we might be assisted by fluoroscopy. I con- 
structed, with Dr. Stafford Warren, of Rochester, New 
York, an apparatus that permits fluoroscopy and pyelog- 
raphy at the same time. It is a combination of the 
ordinary fluoroscopic and cystocopic x-ray tables, hav- 
ing a separate top that operates on rollers. This top 
can be pushed back and forth from one table to the 
other with great ease. This enables us to make the 
cystoscopic examination and insert ureteral catheters on 
the cystoscopic table, then check with the fluoroscope 
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to verify the position of the catheters and watch the 
filling of the pelvis. Then the picture can be taken, 
using the Bucky diaphragm. After withdrawing the 
catheters the emptying of the pelvis can be observed 
with the fluoroscope. In this way we are enabled to 
take the serial pyelograms at the proper moment. It 
also limits the expense, since films are taken only at 
the moment that seems most desirable. The details 
of the apparatus will be published very soon. 


Dr. H. W. E. Walther, New Orleans, La—lf we all 
had the advantage of Dr. Davis’ apparatus we should 
have an ideal method, but most of us have the choice 
of a fluoroscopic study or of making the films. Fluor- 
oscopy is all right on our own patients, but we have 
many consultations with medical men and others who 
want to see the pictures. Some of them cannot be 
present for a consultation on all cases, so I think the 
uretero-pyelograms are better. 


Dr. Mattes mentioned the importance of withdraw- 
ing the ureteral catheter during the work to show the 
ureter. This is not sufficiently emphasized anywhere. 
We see picture after picture thrown on the screen show- 
ing the catheters in place, and we do not see the out- 
line of the ureter, where disease very frequently occurs. 
We must withdraw the catheter almost to the bladder 
before making the picture, then we can make one pic- 
ture and five to seven minutes later make a second one. 
None objects to withdrawal of the catheter on account 
of pain and suffering. Rarely do we remove the pa- 
tient from the cystoscopic table immediately after taking 
the picture. He rests there for fifteen or twenty min- 
utes. The sodium iodid solution is always warmed be- 
fore using. 

You are familiar with the work of Felix Legueu, of 
Paris. He showed the wave-like action of the ureter 
and renal pelvis following the introduction of the opaque 
media. A distention of the calices, when they are ex- 
tended to maximum, will show contracture within the 
pelvis. At the next moment, when the wave swings, 
the calices are relaxed and the pelvis is taut. I have 
found this true in all cases. Serial urograms have their 
place. 


We skould do more work with the catheter out of 
the ureter at the time the picture is made. I pull the 
catheter at least half way down the ureter; then instill 
the solution gently, pulling the catheter out just before 
the roentgenologist snaps the picture. A second picture 
is made five to seven minutes later. 


Dr. W. J. Wallace, Oklahoma City, Okla—I find bi- 
lateral plates very much more effective and satisfactory 
than a unilateral picture, unless there is some contra- 
indication in the patient’s kidney condition. We cannot 
be too careful in investigating the general condition of 
the patient before we attempt pyelography. 

After my first picture has been made I raise the 
patient into the erect position and have him remain 
there several minutes, to determine whether or not 
there is a general ptosis. 

In my earlier work I had several cases of suppression 
of urine which frightened me and caused me to be very 
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cautious and guarded when making pyelographic ex- 
aminations. In certain patients, especially the older 
ones, it is hazardous to make this combined examina- 
tion at first. In the first examination of these par- 
ticular cases I very frequently only pass the catheters, 
collect a specimen of urine, make a functional test and 
take a radiogram. At a later date, when the patient 
is able, I make the uretero-pyelogram. I have thus 
been able to avoid urinary suppression. 


Dr. R. E. Van Duzen, Dallas, Texas ——I have treated 
patients whose urological examination was negative by 
our present standards, who claimed they were relieved 
of their symptoms a few days after treatment. I have 
used belladonna with .partial success in this class of 
cases. Many of these are patients on whom radium 
has been used for dysmenorrhea, uterine fibroids, and 
so forth, and who have had artificial menopause. Others 
give a history of dysmenorrhea throughout life. I used 
pituitrin in some cases, and in others polyglandular 
extract (Empco) with better results. I believe a poly- 
glandular extract is unnecessary, but do not know which 
of its ingredients are necessary. 

I do not believe that Dr. Mattes can distinguish be- 
tween atony and stasis by aspiration. I prefer the 
therapeutic test. We may not have both conditions 
in the same patient. 


Dr. Mattes (closing) —I am acquainted with the 
work of Dr. Goldstein, but doubt that he examined 
for filling defect at the uretero-pelvic area, nor did he 
determine the value of stasis in pyelography. Spasm is 
important. Where there is spasm there is stasis. If it is 
present at the time of the examination there will be 
symptoms. We find difficulty in getting the patient’s 
consent to make pyelograms on different days. There 
is no difference in private practice in the price of sev- 
eral plates. The charge is $15.00 for a set, no matter 
how many. I have never been criticised for taking 
them, even at the Charity Hospital. I think the ex- 
posure to the x-ray is not dangerous. I have been 
informed that eight pictures may be taken, but I have 
never used more than seven. 

The table Dr. Davis mentioned I think would be 
excellent, and am interested to know of it. 

We have found in our work that it was quite disturb- 
ing to have a patient dragged around to determine the 
descent of kidney, and we concluded that it made no 
difference what position the patient was in as long as 
we maintain a standard year after year. The descensus 
of the kidney has nothing to do with diagnosis, nor do I 
consider it of any value. It is stasis and drainage 
that we are interested in. This can be determined with 
plates taken on the flat. All pictures are taken in the 
supine position. 

We have been using stimulating treatment and glandu- 
lar extracts. They should be used, but even in these 
cases, and in spite of dilatation, stasis will sometimes 
persist. Then the use of the Dourmashken bag passed 
to the pelvis of the kidney will give relief. 
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THE DESIRABLE MEDICAL STUDENT* 


By Kennetu M. Lyncu, M.D.,7 
Charleston, S. C. 


What one believes to be the desirable qual- 
ities of a medical student depends upon one’s 
observation of the profession at work, and one’s 
ideas as to the desirable and the undesirable 
qualities and attributes displayed by its mem- 
bers. 

There are two broad and general criticisms 
to be made of the practising physicians in this 
Country. First is that of shortness in analytical 
thinking, in depth. Second is what may be 
called the commercial spirit. The first condi- 
tion is improving, the second is probably grow- 
ing worse. 

The reasons for the first condition are sev- 
eral. There are the inherent characteristics of 
the individual, the kind of training he received 
before he entered medical school, and the char- 
acter of training in the medical course itself. 

To prevent the entrance of students inher- 
ently disqualified by shortness in analytical brain 
power necessitates very careful selection, par- 
ticularly closer perscnal study and selection. We 
constantly encounter in our classes students who 
have met the scholastic requirements fully and 
perhaps with something to spare, who fail to 
progress because of a lack of thinking power. 
It must be someone’s business to form this judg- 
ment before the prospect enters. 

Poor training in analytical thinking in the 
graded schools, high schools, and colleges, is a 
condition which we must continually force upon 
the attention of general educators. Of course, 
in some schools it may be good, in others it 
is bad. Stimulation to learning is woefully lack- 
ing in many, and I am thinking particularly 
of the graded schools. It seems that habitually 
the aim of the student is to avoid rather than 
to acquire. Habits thus established in early 
school life are vicicus and difficult to break. 
A particular criticism to offer is of the system 
by which mediocrity is rewarded and aptness 
handicapped. One cannot but agree with Pres- 
ident Lowell, of Harvard, in his argument with 
the school teachers. Certainly there should be 
some means by which merit may be recognized 


*Read in Section on Medical Education, Southern 
Medical Association, Twenty-Second Annual Meeting, 
Asheville, North Carolina, November 12-15, 1928. 

7Professor of Pathology, Medical College of 
State of South Carolina. 
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and allowed to progress instead of being pulled 
down by the weight of the sluggard. For those 
with talent and ambition there should be op- 
portunity for more rapid progress; they should 
net have these qualities buried or killed by the 
system which governs progress of the classes by 
the ability of the dull witted. The good should 
be separated from the poor and allowed to pro- 
ceed. We need them for higher education and 
the higher walks of life. Instead, they are forced 
to waste their time and to develop wasteful and 
ne’er-do-well habits. 

Even at the age when the student reaches us 
we can do much toward stimulating the analyti- 
cal mind. The medical curriculum has been im- 
proved in recent years with this in view. More 
of the kind of teaching which induces him to 
find out facts for himself and less of spoon feed- 
ing is desirable. We still attempt to stuff him 
with an assorted allotment of facts and judge 
him on the basis of how well he memorizes them, 
instead of guiding him in the ways of analyzing 
and interpreting the observations which he is al- 
lowed and induced to make. The most desir- 
able medical student is not always the one who 
best retains the information necessary to pass 
examinations and make good marks. We see 
that tco often illustrated. 

An analytical frame of mind built up to con- 
siderable maturity is essential to entry in the 
study of medicine, essential to a proper grasp 
of the medical curriculum, and to the kind of 
practice of medicine which we desire. 

A certain degree of maturity of thought is of 
considerable importance, and it appears that we 
are now in some danger of making a sacrifice 
here in the modern hurry to get students of med- 
icine through the curriculum, through their train- 
ing, and out into productive activity. I am not 
convinced of the necessity or advisability of get- 
ting boys into the practice of medicine. In 
fact, I doubt that it is an advantage to anyone 
to place new practitioners in the field under 
thirty years of age, even though it may be an 
economic necessity. I doubt that any but the 
very exceptional individual is capable of assum- 
ing the responsibility of the care of the sick un- 
der that age. I am not particularly concerned 
about the time now used in preparing a physi- 
cian to practise. Rather, I would make it most 
difficult for any one to assume practice in the 
twenties. I belicve that the practice of medicine 
is a mature man’s business and that mastering 
the medical curriculum requires a certain degree 
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of maturity and that these stages of maturity of 
the mind come ordinarily at certain ages. 


Consequently I find myself in a measure out 
of harmony with some recent movements to cut 
short schooling, so as to place physicians in the 
field in their early or middle twenties. It seems 
to me that we are thinking of undoing in some 
degree the admirable parts of the program which 
resurrected medicine in this Country in the pres- 
ent generation. 


I agree thoroughly with the growing practice 
of personal selection of matriculants, but when 
we have selected a good man why not give him 
the full opportunity to mature? A good man 
will be a good man, regardless of his schooling 
preparatory to medicine, or, as a matter of fact, 
regardless of the excellence of his medical cur- 
riculum. We have too many concrete examples 
of that fact among our present faculties and 
leaders of medicine. But would he not be a 
great deal better man with a well rounded and 
completed university education? Instead, some 
*of us are thinking it would be better to hand- 
pick our students and then rush them through 
an arbitrarily set array of minimal training tasks, 
with the object of placing them in position to 
make a living in the shortest possible period of 
time. Is that professional education or is it more 
the order of training for a trade, training to do 
a certain set of pieces of work by rule? Is that 
conducive to creative and imaginative endeavor 
or does it tend to limit one to following certain 
prescribed practices? Does it tend to stimulate 
the principle of service, without which medicine 
is stripped of its power for good, or does it en- 
courage the habit of self interest? Is it not in 
line with the tendency, already criticized, of 
medicine toward commercialism? 

I find no urgent reason for haste in medicine. 
Rather, I would slow us up and give the oppor- 
tunity for plumbing greater depths. Medical 
progress has spread laterally out of proportion 
to its height and depth. 


I find some excuse to make the connection 
here with certain other practices which are gain- 
ing attention, among which is that of appren- 
ticing medical students to practitioners before 
graduation. Here we encounter the old prac- 
tice of reading medicine. This practice is not 
within itself bad. It is about the time and place 
and conditions that we need to exercise care. 

Is it desirable that the student should be thus 
thrown into the practice of medicine, for call it 
what you may, it is the practice of medicine, 
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before he has finished the course of study de- 
signed to precede such practice? Why should 
it now become desirable that he should enter 
into practice before completing the curriculum 
which is judged to be the minimal preparation 
for practice when that was one of the major 
faults found in medical education twenty-five 
years ago? 

Does it not make of the completion of the 
medical course an anti-climax? Does it not tend 
to encourage in the individual as a student and 
then as a physician the very things which we 
have been struggling to eliminate? Should not 
the apprenticeship come after graduation, either 
before or after the hospital internship? That 
is where it has been and there, it seems, is its 
natural place. 

As to the commercial tendency in medicine 
and its relation to the quality of medical stu- 
dents, I do not mean to say that the applica- 
tion of business methods in the practice of med- 
icine is harmful. I am not advocating the old 
system where the mention of money in relation 
to medical service was forbidden. I believe that 
a physician should be well paid for his services. 
But it seems that it is growing more and more 
to be the habit that the first thought is the fee 
and the second the service to be rendered for 
that fee. Service is the main, if not the sole objec- 
tive of the physician and that service well and un- 
selfishly rendered will be well rewarded. The 
thought of the money to be made in the various 
phases of medicine is too prominent; it is almost 
if not quite dominant. Of course that is to a 
degree a part of the habits of the day, but it 
should be our object to keep the skirts of the 
profession free of commercialism. The student 
who prepares for medicine with the thought of 
the money to be made from it as his stimulus is 
not the most desirable candidate for the profes- 
sion. Osler’s greeting to the medical student: 

“If you have come here to study this profession be- 
cause you believe it will be interesting and lucrative, 
please go home. If, on the other hand, you have come 
because you believe that in the practice of medicine you 
best can use your talents in the service of your fellow 
men, then we welcome you,” 
should be the greeting of the medical school to 
its matriculants. 

And yet we see them entering upon a medical 
career with the remunerative side as their sole 
interest. We see that inclination too much stim- 
ulated by the medical school itself. Let us con- 
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sider well whether this is not partly responsible 
for some of the newer experiments in medical 
education, the growing thought that we should 
get them out to making a living earlier. Why 
should this be an objective in medical education? 
Why should not the sole objective of the medical 
school be to prepare properly for entrance into 
the medical profession, regardless of the time it 
is necessary to use for that purpose? 


That is idealistic; idealism fits and can be 
fitted into medicine beyond most other walks 
of life, and when we fail to put it paramount 
we fall short of meriting our inheritance. 


As the desirable qualities in a medical student 
I would put first a certain high-mindedness, per- 
haps fundamentally inherited, nurtured by care- 
ful schooling. I would add to that an analytical 
mindedness, also inherited and similarly nur- 
tured. Selection of students for these qualities 
must be, in some part, at least, by personal touch 
and judgment. To the individual possessing such 
qualifications I would give a well rounded pre- 
liminary education of a duration sufficient to al- 
low considerable development into maturity of 
thought, without great concern about the time 
occupied. I would not throw him into contact 
with the practice of medicine too early. I would 
give him sufficient time to mature in the medical 
atmosphere, but not secluded from the world by 
occupying him week in and week out, day in 
and day out, with medicine. I would allow him 
plenty of time off for contact with the outside. 
Is not that what vacation time is for during 
the medical course? It is not for loafing and 
light play. It should be utilized for joining up 
the medical life with other walks, which the phy- 
sician should know something about, and it 
should be given adequate time. When he is well 
developed in the medical atmosphere, matured 
in some high measure of thought, then there is 
plenty of time for his apprenticeship to a quali- 
fied practitioner. When all of this is done we 
shall have given to the public one who can as- 
sume the responsibility of entering its service in 
preserving and protecting health. We shall have 
produced a desirable prospect, we shall have led 
a mind into maturity and not simply a machine 
into economic productivity. 


Discussion follows paper of Dr. Douglas, page 909. 
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WHAT CONSTITUTES A DESIRABLE 
MEDICAL STUDENT?* 
VIEWPOINT OF A CLINICAL TEACHER 


By Beverty Dovuctas, M.D.,7 
Nashville, Tenn. 


It is a fact important to the discussion today 
that of the 17,959 students who failed to grad- 
uate from the medical schools of this Country 
between 1911 and 1925, 85.4 per cent left school 
by the end of the second year.' Assuming that 
the vast majority were forced to withdraw be- 
cause of failure to meet requirements, this places 
the main burden of judging the desirability of 
the medical students as it is now done squarely 
upon the shoulders of the preclinical group of 
teachers. It means that as a rule only about 
15 per cent of all undesirable students are 
stamped incompetent by the clinical teacher. In 
this a dilemma is involved. While the purpose 
of every great medical school is to turn out 
capable practitioners and teachers of medicine, 
men well trained in the broadest sense, yet the 
men who teach the last two years are having very 
little to do with passing upon the fitness of stu- 
dents for graduation. For obvious economic rea- 
sons they do not wish to fail a large number of 
students near the end of their course, and yet 
under existing conditions they have almost no 
opportunity to pass upon them earlier. 


I realize there are many teachers of the first 
two years who have unusual ability and keen- 
ness in sensing those qualities which will make 
a student an outstanding physician or surgeon. 
Many of these men have even practised med- 
icine. It stands to reason, however, that teach- 
ers and practitioners who are constantly con- 
fronted with the problems of patients should 
have a very large role in deciding upon the de- 
sirability or fitness of both applicants for en- 
trance and of medical students. This is not at 
present the case. . 

“The practice of medicine,” as Osler says, 
“ig an art based on science.”” In congratulating 
his students upon their choice of medicine, he 
tells them that it is a “calling which offers a 
combination of intellectual and moral interests 
found in no other profession and not met with 
at all in the common pursuits of life.”* The re- 
duction of more and more of its fields to exact 


*Read in Section on Medical Education, Southern 
Medical Association, Twenty-Second Annual Meeting, 
Asheville, North Carolina, November 12-15, 1928. 

#School of Medicine, Vanderbilt University. 
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sciences has in no wise altered the value of the 
art of the teaching and practice of medicine. It 
has only eliminated a few more of the “guessers” 
and “quacks.” The really great practitioner of 
medicine, the really great teacher, is at a greater 
premium than ever because the field of medicine, 
while losing none of its great individual and hu- 
man values, has been so broadened by preventive 
medicine and other fields as to include in every- 
day practice the health problems of the com- 
munity. If our students of today are to become 
physicians and teachers of the highest order they 
must be able to understand the general and so- 
cial, as well as the individual needs of human 
beings. 

Obviously only a few men in our classes will 
have the capacity to become great teachers or 
great internists. I presume that this is the rea- 
son we are discussing today simply the “desir- 
able” and not the “ideal” student. It would 
be the worst thing possible for medical educa- 
tion in this Country, if the schools chose men 
mainly for their high academic standing without 
due regard for personal qualifications. It would 
tend to destroy initiative and scientific zeal and 
to reduce personality to a fixed and low min- 
imum. How many of the men termed “ideal” 
by admission committees, men with wonderful 
scholastic records, fade more and more into in- 
significance as the end of the fourth year rolls 
around? 

If as medical teachers we see to it that well 
defined standards of judging men are upheld 
throughout the course, the general level of de- 
sirable students will be raised. Likewise the men 
with the greatest capacity for measuring up to 
these standards will become real leaders in the 
broadest sense of the word. 

From this viewpoint what particularly are the 
qualities which will make a medical student de- 
sirable? There is a sameness about the answer 
of nearly every medical man when he is con- 
fronted with this question. His thoughts will 
almost invariably find expression in the terms, 
“intelligence and character.” These are the 
qualifications which our new sister medical school 
at Durham, North Carolina, intends to use in 
selecting all students,* and they are hard to 
improve upon. However, for the purpose of our 
present discussion it is necessary to define both 
of these basic qualifications more specifically. 

Throughout the entire medical course a well 
prepared mind will constantly prove its value. 
It is hardly advisable to spend time here dis- 


SOUTHERN MEDICAL JOURNAL 


907 


cussing the type of premedical courses which 
properly prepare a student for anatomy, chem- 
istry, and the other preclinical branches. Suf- 
fice it to say that the preclinical teacher finds 
out all too often that an “A” man in college 
lacks the real essentials in his particular sub- 
ject, and I speak from the cultural as well as 
the technical viewpoint. This is one phase of 
the problem which I feel should be left to the 
discretion of the preclinical man on the entrance 
committee. 

The well prepared mind is even more essential 
to the clinical teacher than to the anatomist or 
pathologist, for in the last two years the student, 
if he is to have any degree of proficiency, must 
be able quickly and surely to take hold of a 
great variety of findings and transform them 
into single disease entities. His mistakes will 
here often be costly because they will directly 
affect human life and human happiness. The 
work at the bedside will require an accurate, 
critical knowledge of fundamentals. 

In addition to a well-prepared mind, another 
indispensable attribute of a desirable medical 
student is intellectual curiosity. It is veritably 
born with some men and in others it comes late 
when the deeper significance and beauty of life 
stirs their imagination. Wherever we find it let 
us regard it as a “jewel of matchless worth,” 
and as such stimulate and guide it with our more 
mature judgment. 

We all know the story of Osler about a certain 
class of his medical students. 

“The question came up one day when discussing the 
grooves left on the nails after fever how long it took 
for the nail to grow out from root to edge. A ma- 
jority of the class had no further interest, a few looked 
it up in books, two men marked their nails at the root 
with silver nitrate and a few months later had positive 
knowledge on the subject.” 

A student with this rare quality of intellectual 
curiosity is likely to succeed if he has will power 
to back it up, for his very approach to medicine 
will be largely his own. His constant desire to 
know the truth will lead him along fascinating 
paths through every step of which he has blazed 
trails for himself too deep to be erased and al- 
ways ready to be retraveled with confidence. In 
the end his knowledge will be far more real and 
enduring than that of one who has followed the 
humdrum routine of acquiring knowledge. Even 
if he misses his exact goal at times, his “search 
will be crowned with courage” and he will “find 
along the path a rich reward of unexpected 
things.” 


' 
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In the third and fourth years all of us as 
teachers like to see a man apply the knowledge 
he has gained to the solution of the everyday 
problems he finds in the clinic. The kind of in- 
telligence which will enable a man to apply his 
knowledge of bacteriology, for instance, to the 
treatment of wounds stamps a student as one 
of unusual promise for a medical career. It re- 
flects credit upon the teachers who have been 
responsible for his early training. 

I can speak only very briefly of habits which 
I feel every student should be urged to acquire 
even before he enters medical school. One is 
that of the intelligent use of works of reference. 
A medical student, to develop into a really suc- 
cessful man, must know how to use a library and 
must use it, constantly. I shall never forget 
what an example the late Professor Halsted 
made of a practitioner who had once been in 
his class in surgery. The man had just written 
him that he had not had time to open a book 
or journal since he had graduated. To the Pro- 
fessor this man’s failure in his profession could 
not possibly have been greater if he had dis- 
graced it. 

If we see to it that every student learns to 
read intelligently and with an end in view, many 
of our teaching problems will disappear. Among 
them will be the problem of the use of the large 
amount of free time in our curricula, a difficulty 
needlessly troublesome to many schools. 


If it is important that a student have the right 
sort of intellectual background and training, it 
is far more essential that he have qualities of 
heart and spirit above the average man. There 
is hardly a field of clinical medicine which will 
not demand fine traits of character. The man 
whom a school turns out without them will be 
a stigma to the community. 


Perhaps there is little profit in a detailed dis- 
cussion of good traits and indicators of character 
in a symposium. Yet our subject necessitates 
at least a mention of them. One of the most 
important qualities, one at a premium from the 
first contact of the student with patients to the 
end of life, is personality. I am sure that most 
of you have felt as I have, every year, when 
coming in close contact with some man who pos- 
sesses this to a marked degree: “If only we 
could have more students with personality, how 
many more would succeed!” A man without it 
may achieve success in medical school and in 
practice, but with it he will go much further 
because of his ability to attract men and hold 
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patients. The right sort of personality will as- 
sert itself in spite of routine methods of teaching. 
It will attract and lead at least a majority of 
those with whom it comes in contact. Unfor- 
tunately it is something which education alone 
cannot give, but, in fact, may even seriously 
hamper. It evolves from a man’s parents and 
is enriched by his home-life and his social con- 
tacts. 


Enthusiasm is not just another of the attri- 
butes of a desirable medical student. I have 
come to regard it as among the most important. 
One of the most attractive things about college 
students today and one of the most vital is their 
keen interests, their enthusiasms. May they 
never wane nor grow cold! It is to be regretted 
that ordinarily so much of this zest and zeal 
for things is not kept in medicine. Many of 
its results, its wonderful advances, are worthy 
of just as great enthusiasm and as absorbing an 
interest. 

A story is told of a clinical professor of the 
old days in one of our Eastern cities whose 
students idolized him. He held them so spell- 
bound by his work that they followed him on 
every case day and night. He was never seen 
without them. Finally one of his patients jok- 
ingly remarked, “I notice you have your ‘hounds’ 
with you today!” and from that time on Profes- 
sor M.’s “hounds” were a popular byword. We 
need more students of this type in our schools 
today, men who are interested enough in their 
work to be on hand at any cost when things are 
happening; men who follow medicine as an ad- 
vancing, disease-conquering art and science; men 
who are interested in patients as human beings, 
in experience as a means to knowledge, and in 
study as an interpreter of experience. 

The last attribute which I take occasion to 
discuss is moral stamina, integrity—or call it 
what you will: a sense of honor which will re- 
sist dishonesty in the classroom and out, and 
which in the last analysis of things will compel 
a student to be honest with himself in his judg- 
ments and dealings. There is absolutely no ex- 
cuse under any circumstances for a medical 
school wittingly to graduate a dishonest or im- 
moral man. The hazard to the school’s reputa- 
tion would be too great. A practitioner is con- 
stantly entrusted with the welfare of his patients 
in the most intimate and personal manner. A 
man who turns traitor to such a trust or who 
employs dishonest methods in practice, may soil 
the good name of a medical school in a com- 
munity for years to come. 
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By this time I am sure that I have laid myself 
open to the criticism that I have described too 
wonderful a medical student to find in a life- 
time. 


The man, some of whose qualities I have 
portrayed, is not a superman nor an ideai one. 
He is found quite frequently in our upper med- 
ical classes today. The problem which we should 
be very much more interested in, rather than in 
what constitutes his desirability, is how to obtain 
more men like him. 


I shall try to answer this by a few suggestions, 
which on account of the necessity for brevity 
may seem like a page from a notebook. 

First, in choosing men for medical school ‘we 
must realize that grades help in determining a 
man’s industry, but are not necessarily the final 
index of his success in medical school or in after 
life. While it is true that men from the lowest 
grade group very rarely succeed,® the converse 
does not necessarily follow. I am convinced that 
the’ measure of success achieved at any period 
of life is dependent largely upon a man’s consti- 
tutional makeup and the single-mindedness of 
purpose which he shows during that period. 
We must not overlook the fact that a seemingly 
very bright man may be merely a bookworm, 
a memorizer, without any common sense or abil- 
ity to apply his knowledge; or that another may 
have a serious personality disturbance, distract- 
ing habits, or too many financial burdens to 
become a desirable medical student. 


Again, definite improvement may be made in 
the selection of men with the right qualities by 
the appointment of more clinical teachers of the 
right sort to admission committees. To know, 
first hand, the qualifications for success in med- 
icine will be a valuable asset in weighing evi- 
dence of the personal fitness of candidates. 


The candidate for admission may be much 
more effectively passed upon if, as at Johns Hop- 
kins, a personal interview is required wherever 
practicable. If this is not possible, good con- 
fidential letters from both high school and pre- 
medical instructors or interviews between the 
latter and the committee are safe substitutes, 
provided the particular instructor is known and 
may be depended upon to give an unbiased and 
accurate opinion. 

Lastly, it will be advantageous to have a 
comprehensive examination at the end of the 
second year to determine a man’s fitness to pass 
into the clinical years. This should be held 


under the supervision of the clinical department. 
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Its chief purpose should be to determine a man’s 
fitness to go on by testing his ability to co- 
ordinate and apply his knowledge. If he were 
found to be more suited to research or teaching 
in one of the medical sciences he could tactfully 
be directed to pursue his work further toward a 
Ph.D. degree. 

Such an examination is not a new idea, but 
is now in force in several schools. Yale has re- 
cently arranged her medical curriculum so that 
a man may obtain his Ph.D. degree in one year 
after he has completed the first two years of 
medicine. 

Such changes as these will of necessity be a 
matter for each school to work out individually. 
In time, however, they will so alter the method 
and the standards of judging medical students 
that the more individual and personal qualities, 
which largely determine a man’s fitness, will be 
elevated to the position which they should right- 
fully occupy. 
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DISCUSSION (Abstract) 


Symposium on What Constitutes a Desirable Medical 
Student. Papers of Dr. MacNider, Dr. Lynch, 
and Dr. Douglas. 

(Manuscript of the paper, ‘‘Viewpoint of a Pre-Clin- 
ical Teacher,” by Dr. Wm. deB. MacNider has not 
been rceived for publication.) 

Dr. C. C. Bass, New Orleans, La.—As has been very 
aptly said, although previous scholarship may indicate 
that the student will be successful in getting by his 
examinations in the medical school, it is no certain indi- 
cation that he will make a good physiican or a very 
useful member of the medical profession. The per- 
sonality, ideals and aims of the individual often mean 
more than scholarship. 

The practice of medicine is, to a large extent, an al- 
truistic occupation in life, but, unfortunately, many go 
into it for other purposes. For this reason we have to 
select our students from among applicants many of 
whom lack the most desirable qualifications, which is 
the desire to prepare themselves for medical service for 
the benefit of others and not primarily for their own 
benefit. Incorrect impressions as to the financial re- 
turns that may come and a desire for the sensational 
and the spectacular are often the influences that lead 
students to take up medicine. 

Another thing that keeps us from having an op- 
portunity of selecting some of the most desirable stu- 
dents is the cost of medical education. Many of those 
who would be successful students and most successful 


910 SOUTHERN MEDICAL JOURNAL 


physicians cannot possibly afford the cost of a medical 
education, while many of those who can afford it are 
unpromising. 

Grades made in the pre-medical courses are of less 
value than some other qualifications in determining the 
success or failure of a student. We are inclined, how- 
ever, to give most weight to previous grades in select- 
ing students because of the ease with which the grades 
can be assembled and the exact way in which they are 
expressed in contrast with the difficulty of ascertaining 
and evaluating other qualifications. 


Dr. Lewellys F. Barker, Baltimore, Md.—Of course, I 
would go as far as anyone in recommending the de- 
sirability of finding men with strong altruistic impulses. 
At the same time I think we must face the facts of 
human nature. We have, every one of us, egotistic im- 
pulses, as well as altruistic impulses. We should not 
neglect the satisfaction of egoistic impulses and lay the 
whole emphasis upon the altruistic impulses. Young 
men will respond to an appeal to their altruistic im- 
pulses when the appeal is properly made, but we must 
recognize their egoistic impulses, too. Realization of 
the self in service to society is the ideal, whether 
in medicine, in business, or in anything else. A man 
should be able to satisfy adequately all his natural im- 
pulses. Each of us has a large bundle of instinctive 
desires of various kinds. The desire for health is an 
important one; and that for economic security is nat- 
ural and laudable. Every man who makes his living 
in a decent way is, I think, performing a service to 
society. It is quite ethical to make a living for oneself 
and to supply the means for the comfort of one’s fam- 
ily. Then there is the social impulse to be considered. 
A man is badly balanced if he has not the normal 
social impulse, including the tendency to marry, and 
the tendency to associate with his fellow men. Again 
the impulse to gain knowledge is a normal one. If a 
young man has not a well-developed instinct of curiosity 
he will not make a good medical student or a good 
student of any kind. Moreover, a strong esthetic in- 
stinct is useful. On this depends the desire for the crea- 
tion of beauty and for the appreciation of beauty. I 
think if there were love of beauty in our every-day 
work we should all be better off. Commercialization, 
in its bad sense, is ugly, and we hate it. Finally, there 
is the natural desire to do right; it is a part of the 
ethical instinct. A person is luckily born who has a 
well balanced group of impulses: the impulse to love, 
the impulse to social activities, the impulse to acquisi- 
tion of knowledge, the esthetic impulses, and the im- 
pulse to do right; if we could find students with all those 
impulses, proportionately active, then we should have 
ideal medical students. 


Dr. Robert Wilson, Charleston, S. C—I recall reading, 
a number of years ago, the very interesting essay by 
one of the Victorian masters of experimental science, 
John Tyndall, on the “Scientific Use of the Imagina- 
tion.” We do not often think of the imagination as 
an important factor in scientific achievement, and yet 
a moment’s consideration will show that this mental 
faculty is an essential prerequisite to productive work. 
As was just pointed out by Dr. Barker, we concentrate 
our attention too much upon trying to cultivate the 
reasoning faculty in our students. The emotional side 
of the mind, especially the faculty of imagination, is 
likewise important; indeed is necessary for the highest 
grade of accomplishment. Culture is the improvement 
and the refinement of the mind, not for mere orna- 
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ment, but to render it a better working instrument. 
Whatever accomplishes this end makes for culture. Even 
a dry scientific course, as was said this morning, in the 
hands of a master teacher may be made a means of 
culture. Tyndall found emotional stimulation in Bain’s 
“Logic,” and Goethe’s “Farbenlehre,” which he termed 
“two volumes of poetry.” 

That kind of education is most desirable which aims 
to develop these faculties and to stimulate in the stu- 
dent enthusiasm and intellectual curiosity and as a 
corollary the student whose mind is so developed is 
the most desirable student, other things being equal. 


Dr. I. H. Manning, Chapel Hill, N. C—The student 
comes to the medical school primarily to learn medicine, 
and it is the obligation of the school and the teacher 
to teach him all that is possible for him to learn about 
the subject. 

First, we should remember that the first year medical 
student knows nothing more than a layman, and the 
second year student only a little more. We are told 
to train them to think. What are they to think about? 
They should be taught the fundamental facts and 
theories, so that they may have some substantial back- 
ground for thinking, and it seems to me that this is the 
first obligation of the school. 

The student should be given the methods of medical 
investigation. Early in my career as a teacher I- was 
asked by an excellent country doctor to make a blood 
count for him on a specimen of blood that he would 
send me. It was about the time the Widal test from 
a drop of clotted blood was being introduced. In an- 
other instance I was asked to examine a lochial guard 
which had been worn some time previously, for the 
gonococcus. Obviously, these men had never had the 
opportunity of doing a blood count or making a bac- 
teriological examination. They are not to be criticized, 
but if our graduates should make a comparable blunder 
the school or teacher should be held responsible. I know 
that in trying to teach the student all that he should 
know we may go to an extreme. For example, there 
are very few graduates who would undertake a basal 
metabolism test, but the medical student should be 
given the opportunity to go through with the procedure. 
He will know how it is done, the possible chances of 
error, and the limitations of the test. 

Again, we are emphasizing today more than ever 
the scientific aspects of medicine. We expect our grad- 
uates to keep up with progress in the science of med- 
icine, and we are therefore under the obligation to teach 
the medical student the fundamental principles on 
which the science is based. When I was a student of 
chemistry, physical chemistry was not taught and very 
little known. Mathematics was not considered a pre- 
requisite to the study of chemistry. Now this whole 
field of physical chemistry, which has thrown much 
light on chemical and physiological problems, is prac- 
tically closed to me. I cannot read the literature, and 
it is a great loss. Serum therapy has made great prog- 
ress and promises more. To give the student a back- 
ground for the rational practice and to enable him to 
follow intelligently the developments in this field, he 
should be taught the fundamental principles of im- 
munology and serology. So, if our graduates are to 
grow in the science they must be given the background 
upon which to grow. 

With these three aspects in view the teacher is con- 
stantly afraid that he may fail in his obligation, and 
is inclined to teach more, rather than less. 
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Dr. Jack C. Norris, Decatur, Ga—The ultimate qual- 
ifications and morals of the student who is to become 
a physician largely depend upon the professors who 
teach him. I realize this because when I was in med- 
ical school my whole outlook on life was changed by 
the influence of my distinguished professors. 


How long should the student stay in medical school ? 
The student today does not desire that the time be 
changed. The four years of academic work, I think, 
are desirable, and are barely enough. 

The teacher should try to train himself to see the 
= views and reactions and to understand his at- 
titude. 


A Member—It has been my fortune to be as- 
sociated rather closely with one of the largest theolog- 
ical schools in the Country. The tendency is for 
less desirable men to enter the theological school than 
twenty-five years ago. The financial returns are - in- 
adequate in view of our advancing needs and require- 
ments for the development of the individual and the 
family. In other words, the returns are not commen- 
surate with what is put in. The medical profession in 
the past has decried all question of finances. Commer- 
cialism is a great evil which we should decry. But are 
we not going to the other extreme in teaching our stu- 
dents to forget the financial side? Perhaps we are 
discouraging young men who might be very desirable 
students and making them fear that if they do enter 
medical school and put in six or eight or ten years 
they will not be compensated as they should be. 


Dr. Wilburt C. Davison, Durham, N. C.—The ex- 
perience at the Johns Hopkins has demonstrated that 
the selection of medical students can be improved by 
paying less attention to. grades and credits and more 
to the character and intelligence of the candidate. Prior 
to 1924, when grades and credits were the criteria, about 
15 per cent of the students failed; since the selections 
have been based upon intelligence and character less 
than 2 per cent have failed. The opinion of the appli- 
cant formed by the selection committee or its regional 
representative as a result of a personal interview has 
been very valuable. This discussion on the value of 
four years’ work in college has contained the common 
mistake of confusing education and culture. They are 
not synonymous. 

The majority of those who have culture have gained 
it at home or from associations and environment early 
in life. 

Dr. Lynch (closing).—I cannot quite get Dr. Davi- 
son’s distinction between education and culture. I doubt 
that even a lack of table manners would indicate lack 
of culture. I am quite sure that Dr. Davison is a 
cultured man, in spite of the fact that he says he is 
not. The fact that he has no ear for music or eye 
for a painting does not indicate lack of culture. Cul- 
ture is something beyond that. Broad education is 
likely to bring out culture, particularly, and that is 
why I am interested in broad education. I do not like 
to specify—I could not, and it seems to me that nobody 
can specify—what is a broad education. It is different 
in different schools. As someone said, you can get a 


broad education out of chemistry in one place and 
out of biology in another. 

I am afraid there has been some misunderstanding of 
my indictment of the commercial tendencies in medicine. 
I would not for a moment think of going back to the 
old system, where the physician had no accounts and 
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conducted his affairs in a wholly unbusiness-like way. 
Nothing is further from my mind than that. But I be- 
lieve there is more commercialism in education, and I 
think the fault is in the medical school itself. We pay 
too little attention to keeping that out of the medical 
school. I would not go quite so far as Dr. Bass in say- 
ing that the altruistic spirit is the whole thing in medi- 
cine. A man has to be on a decent social plane and has 
to have egoistic impulses, as Dr. Barker says, and has 
to be assured that he can live as other people do. 


Dr. MacNider (closing)—The average man who has 
a bachelor’s degree, in the long run, or in the short 
run, in his second year or maybe in his first year, is a 
better student in general than the fellow who has had 
a short period of premedical training. 


Dr. Davison—Do you not think that perhaps that 
is because he was a better man in the first place? His 
college instructors told him four years would be a better 
preparation and being keen and ambitious, he followed 
the advice. 


Dr. Manning.—This is a sore point with me. I have 
been admitting students for years. For a long time I 
gave the A.B. men the right of way, then the three 
year men, and finally the two-year men. Some of 
the most impossible students have had the A.B. degree. 
I think, of course, the good student will be the better 
for having had the four years of college, but when an 
applicant says he has been in college for four years 
and he has an A.B. degree, I have learned to withhold 
judgment until I have his record. If his record shows 
just passing grades and probably a number of failures 
I refuse him. This type of college man has gained very 
little, if anything, by his four years in college. He has 
probably learned best of all how to loaf, and is en- 
tirely satisfied to continue with the same grade of work. 
He has found college life easy and agreeable. I would 
much prefer having a student with two years of college 
work, if he has used his opportunities to advantage, 
than one who has consistently loafed through four years 
of college. 


Dr. Barker.—This is rather a sore point with me, too. 
I did not, myself, have any college training, and I think 
perhaps those of us who did not have college training 
may over-estimate the value of it. I have always re- 
gretted the lack of it and wished I could have had at 
least two, or, better, four years of college. But this 
whole discussion is overemphasizing what education 
does. It is the constitutional make-up of the men 
who go into medicine that is most important. Train- 
ing will bring out what is in them and help to develop 
culture, but without adequate constitutional potential- 
ities education is relatively hopeless. 


Dr. Lee Rice, San Antonio, Texas——I am inclined to 
excuse the man who admits the medical student. He 
sees him for a few minutes or a few hours and gets 
no conception of the real man. But the clinical man, 
who sees him for two years, does know the man. If we 
demand just common honesty and integrity, with a 
fairly good mind, it will solve the problem. We have 
men coming to our cities, graduates of medical schools, 
who are lacking in these essentials. I have in mind 
three men who were expelled from my fraternity but 
were permitted to go on and graduate from medical 
school. All three of these men have gotten into trouble. 
I cannot help but feel that they should not have been 
graduated. We have seen men in our hospitals who 
had not been there a week before we knew they lacked 


: 


912 SOUTHERN MEDICAL JOURNAL 


common honesty; in other words, were crooks. I begged 
some of my old chiefs not to graduate certain men, 
but was told: “Well, they have gone so far that we 
can hardly stop them.” If we can stop a man who 
has not the qualities essential in a physician, common 
honesty and integrity and fairly good mind before he 
graduates from medical school, we shall develop better 
doctors. 


Dr. Stuart Graves, University, Ala—If we were free 
to select students according to deliberate good judgment, 
there would be fewer mistakes made. Everybody who 
has worked in a dean’s office or sat on a committee 
of admissions, I might say almost in the best of schools, 
knows that such an executive officer or such a commit- 
tee is not always absolutely free to exercise his best 
judgment. That is why I emphasized in my paper this 
morning that one thing we need to do is to make the 
people aware of our responsibility to them in selecting 
students. To be sure, the medical student has to ex- 
pend a considerable amount of money, but there is not 
very much excuse for talking about the expense of edu- 
cation when the number of motor cars bought in the 
United States and the number of movies are what they 
are now. Any ambitious American boy or girl who 
has the character and the purpose and the health and 
the mentality can get any kind of education in this 
democratic land that he or she wants to get, and lack 
of money is not an objection. 


Of course, we should not select men just because they 
have college degrees. I think we might go a little fur- 
ther and say we should not always select teachers be- 
cause they have one or two advanced degrees. Char- 
acter and integrity and purpose in life, plus that in- 
definable thing which we call personality, that thing 
that attracts men to other men, that thing that makes 
a physician popular and successful in practice, are the 
things that enter into the general promise of a successful 
medical student. It is a hard thing to define or to 
judge, and one man’s judgment on that particular point 
may be different from another man’s judgment. It may 
be judged fairly well by the dean in his office talking 
to a student. On the whole, I think that is a good 
method. It may be judged fairly well by a field rep- 
resentative whom you know and in whose judgment 
you have confidence. It can be judged to a certain ex- 
tent by a cross section of references from honest, ex- 
perienced teachers in college who will give you their 
estimate of a man’s character and the fixity of his pur- 
pose, and his ambition and his native intelligence. What 
do all those things figure up to? Just the same thing 
that an intelligent business man relies on when he se- 
lects his family physician. If you ask him why he 
selects his family physician he will have a hard time 
telling you. It is that his whole impression of the 
physician gives him confidence in the ability of the phy- 
sician to care for his wife and family and himself. 

I have just been making a study of the medical 
schools of the United States. So far as I know, there 
is just one strictly graduate school of medicine in the 
United States, and that is in Chicago. The other 
schools which require degrees, such as Hopkins and 
Northwestern, sometimes take men without degrees. 
Many of the best schools require thtee college years. 
But the majority of the schools have at the present 
time the minimum set by the American Association 
of Medical Colleges, namely, sixty hours. Now, it is 
an interesting fact that, although the minimum require- 
ment is only two years, the great bulk of the men offer- 
ing themselves have three or four years’ preparation. 
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Why? Because the student knows that he will be a 
better physician if he has a better premedical educa- 
tion. I do not see how, in the next generation, we 
shall avoid having better educated physicians. It is 
just an instinctive thing on the part of the students 
now, and I do not think we need worry about the 
number of hours we shall require, because the students 
are going to be in advance of the requirements of the 
average medical school. 


Dr. Douglas (closing).—The failure of any student 
in his third or fourth year of medicine constitutes a 
great economic loss. It does not usually indicate in- 
adequate preparation in the preclinical years, but rather 
an inadequacy of certain personal qualifications neces- 
sary to success in clinical work. The logical time to 
stress such qualifications is before the applicant has 
been admitted to medical school. It is my belief that 
more clinical men should be asked to serve on our 
entrance committees. Such a move will gradually modify 
standards of admission in the direction I have indicated, 
and will undoubtedly prevent many late failures. 


CAVITIES IN PULMONARY TUBERCU- 
LOSIS*+ 


By Avrrep Biumpserc, M.D., 
CONSTANTINE P. WALLER, M.D., 
and 
Rosert L. Russet, M.D., 
Oteen, N. C. 


The appearance of a cavity in the lung tissue 
during the course of pulmonary tuberculosis has 
always been viewed with misgiving and anxiety 
by the physician, as well as his patient, for its 
existence has always been associated with a less 
favorable prognosis. Recently Graff,! in Ger- 
many, emphasized this view and claimed that the 
presence of a pulmonary cavity is ultimately the 
patient’s death warrant. Bacmeister and Pies- 
bergen? expressed their disagreement with this 
contention of Graff. In their studies they used 
their sanatorium material and worked up their 
observations with great care. They reported that 
patients at times possess cavities which cannot 
be recognized by either clinical or roentgenologic 
means, no matter how careful and expert the 
examiner may be. In this study cases of exuda- 
tive tuberculosis were excluded, when such cases 
were accompanied by high fever and offered a 
poor prognosis from the onset, for in such pa- 
tients the existence of a cavity was merely an 
accompanying manifestation of a continuously 


*Read in Section on Pathology, Southern Medical 
Association, Twenty-Second Annual Meeting, Ashe- 
ville, North Carolina, November 12-15, 1928. 

7From U. S. Veterans’ Hospital, Oteen, N. C. Per- 
mission for the publication of this article was obtained 
from the Director of the U. S. Veterans’ Bureau, 
Washington, D. C. 


Vol. XXII No. 10 


advancing tuberculous process. The other cases 
revealed the following. 


One-half of this group were alive after six and one- 
half years’ observation. Of those who died there were 
a number the cause of whose death was not directly 
attributable to tuberculosis. Of those still alive 50 per 
cent showed either a cure or an arrest to the extent 
of being able to look fully after their affairs, while 
25 per cent were able to follow partly their vocations. 
The remaining 25 per cent showed no arrest, nor were 
they able to look after their affairs. They were in- 
capacitated. Bacmeister and Piesbergen are not the 
only authors who express themselves optimistically. 

Baer® states that cavities healed without leaving a 
trace of their existence, or with but a small scar re- 
maining when relatively new cases in young persons 
were treated by induced pneumothorax. He presented 
roentgenograms to demonstrate this healing. Steijnert* 
attempted to explain the conditions under which cav- 
ities heal. He examined the pulmonary cavities of 
twenty-seven cases. Fifteen of these had isolated cav- 
ities which drained poorly either during the patient’s 
erect or recumbent position. He found repeated evi- 
dences of a tendency to heal above the level of the 
cavity contents in partly drained spaces, while below 
the level caseation and coagulation necrosis remained. 
He concluded, therefore, that improved drainage had 
hastened the healing process. 


Alexander® also asserts that spontaneous healing may 
take place, and even larger cavities will diminish in 
size considerably within six to eight months, as is 
proven by roentgenograms. He has, however, failed 
to observe complete cure. Turban and Staub® also 
believe in the possibility of healing of cavities. They 
describe twelve cases, in three of which occurred con- 
traction, while nine healed by fibrosis. In spite of this 
evidence they confirm the basic truth of Graff’s dic- 
tum when they emphasize the fact that the presence 
of a cavity is a potential danger to its carrier. 

Roubier,’ in describing the existence of “closed cav- 
ities,” insists that the danger is especially great when 
the cavities are surrounded by a dense scar. Smaller 
cavities of this kind may heal fully. By closed cav- 
ities he means cavities having no communication with 
the bronchial system either because the communica- 
tion has never become established or because the com- 
municating orifice has somehow become obliterated. 
Giegler,8 in his investigation, excluded cases of acute 
and subacute caseo-pneumonic tuberculosis, in which 
the presence of a cavity represented merely an asso- 
ciated phenomenon which did not influence the course 
of the existing condition. He confined himself to cases 
in which the cavity was either of the progressively in- 
creasing type; partly clean; or apparently clean when 
observed microscopically. He gives a careful resume 
of his studies, saying that while he could raise no ob- 
jection te the several cases quoted by Hart, the two 
cases mentioned by Lessing were the only ones which 
offered evidence of complete healing of their cavities. 
The other authors who claimed to have observed heal- 
ing based their statements upon assumption rather than 
evidence. 

In their studies of 651 cavity cases diagnosed by phys- 
ical signs, Harry L. Barnes and Lena R. P. Barnes 


report the survival over ten years of thirty-two pa- 
tients, while five have survived over fifteen years 
and two over twenty years. Disappearance of the 
roentgenologic signs of cavity, combined with the clear- 
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ing of mottled areas in the surrounding lung tissue, is 
rare, in the experience of these authors, but they have 
records of nine such patients, all of whom are working 
and in good health. 

In 1927 our Hospital exhibited a series of re- 
productions of roentgenograms during the annual 
meeting of the American Medical Association 
at Washington, D. C. These reproductions 
showed the gradual disappearance of cavities, 
some of which were of considerable size. An- 
other series was presented before the members 
of the Buncombe County Medical Society, with 
the purpose of calling attention to the changes 
which occurred within cavities of patients. These 
changes interested us greatly, first because re- 
currence was observed of cavities which had 
partly or completely disappeared, and because 
the question arose, “How does a cavity heal when 
healing is apparently permanent, and roentgeno- 
grams show little or no evidence of the former 
lesion?” 

We shall confine ourselves to a few statements 
which refer to the pathological findings of this 
condition, in roentgenograms and in specimens 
obtained post-mortem. The roentgenogram dem- 
onstrates the cavity only under certain condi- 
tions. Minute 3-4 mm. cavities are not recog- 
nized as such. Small, thin-walled cavities are 
often obscured by exudate, pleuritic process, or 
overlying tissues of denser structure. These cav- 
ities, however, will be discovered at autopsy in 
patients dying of pulmonary tuberculosis. These 
terminal findings, of course, cannot be wholly 
compared with the condition of a patient who, 
although he harbors a cavity, runs a clinically 
inactive course. 

At our autopsies cavities of all kinds and all 
sizes are found. There are cases in which one 
or both lungs show cavitation, in all lobes or in 
some lobes only. We meet with cases in which 
all lobes of one lung have formed a complete 
union as a result of intimate pleural adhesions, 
while in the course of time the pulmonary tissue 
has disappeared and left but a shell behind, 
which is filled with purulent material. One 
specimen exhibited extensive excavation, yet 
the cavity wall was smooth and no purulent 
contents were present. Several cases showed 
cavitation in the lower lobe only, and cavities 
exhibiting partial obliteration by contraction 
or fibrosis were found repeatedly. Such cav- 
ities had smooth walls and no contents, yet 
on microscopic examination tubercles were found 
near by this clean cavity wall. Some cavities 
were surrounded by a dense cicatrix and others 
were so thin-walled that no distinct line of de- 
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marcation was noticeable. The inner surface of 
the cavities was either covered by caseous ma- 
terial, or tuberculous granulation tissue. Many 
cavities were of ragged, irregular appearance. 
At times there was marked hyperemia, and in 
some cases we found a blood clot. Specimens 
measuring but 3-4 mm. in diameter were en- 
countered, which closely resembled the ones de- 
scribed by Roubier. Larger cavities of this 
“closed” type were also seen, and these repre- 
sented grossly a tuberculous abscess rather than 
a cavity. A completely healed cavity was never 
found by us at post-mortem. 

On microscopic examination evidence of heal- 
ing was found in several instances. Two speci- 
mens showed a tendency towards epithelializa- 
tion. This was limited in extent. In one speci- 
men we found two small cavities close to a larger 
one. One of the cavities was free from tubercu- 
lous granulation tissue, which had been replaced 
by a smooth inner zone composed of connective 
tissue. At one point only was there a small de- 
posit of round cells. The other small cavity also 
showed a connective tissue deposit similar to the 
one mentioned before, but the deposit was 
less complete and there was a larger amount of 
granulation tissue. The largest of the three cav- 
ities was about 1 cm. in size. It showed no evi- 
dence of healing; in fact, evidence of progression 
was present, with caseous deposit upon the inner 
surface, the caseous material crumbling into the 
cavity lumen. There were tubercles in close ap- 
proximation, while the pulmonary alveoli were 
filled with cellular exudate. 

Cavities surrounded by cicatrix may look 
grossly as if they were healing, but when they 
are examined with the microscope it will be found 
that many of them are either in close proximity 
to caseo-necrotic processes or contain in their 
walls small tubercles and many dilated and en- 
gorged blood vessels, the cavity itself being lined 
with soft, crumbling, tuberculous granulation tis- 
sue. Dilated and engorged capillaries are within 
the cicatrix and at times reach the inner zone of 
the cavity wall. Such capillaries, when erosion 
occurs, will give rise either to streaking or to 
frank hemorrhage. Larger blood vessels which 
sometimes traverse a cavity are as a rule thick- 
walled, the lumen being narrow or even oblit- 
erated. 


We have found cavities which were so close 
to the thickened pleura that microscopic exam- 
ination exhibited no pulmonary tissue between 
the cavity lumen and thickened pleura. Such 
cavities may give rise to spontaneous pneumo- 
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thorax, as microscopic examination shows a focal 
aggregation of round cells and extension of the 
tuberculous process into the pleura. This is not 
true in all cases, and the pleura often offers good 
protection against such an accident as spon- 
taneous pneumothorax. Cavities lying very close 
to bronchi were also found, and cavities of the 
progressive type which encroached upon the 
bronchial wall. 


When the lung is involved with cavities of the 
progressing type the odds are very much against 
the patient, for these are the findings in cases 
where the patients have died of pulmonary tu- 
berculosis. On the other hand, even in terminal 
cases there is evidence that healing has been at- 
tempted. This attempt can be demonstrated 
with the roentgenogram, as will be seen later. 
One may, therefore, hope that conditions may 
exist during which spontaneous healing is ac- 
complished. Giegler states that 


“Healing is accomplished only when, after replace- 
ment of tuberculous granulation tissue by the usual 
granulation tissue the latter is replaced by connective 
tissue and finally epithelialization of the inner surface 
of the cavity has completely established itself.” 


He admits that the soil upon which the cavity 
is engrafted has a great deal to do with the 
progress of the condition. On the other hand, 
he shares the opinion of Graff. 


We have at least thirty-seven cases which, 
from a roentgenologic point of view, demonstrate 
a good tendency towards healing of cavities. All 
these measure 3 cm. or more; smaller ones were 
not considered for study. We have some cases 
in which multiple cavities have contracted, and 
we have cases in which cavities completely dis- 
appeared, this being accompanied by general 
clearing of the other pathologic processes within 
the affected lungs. 

The following cases with roentgenograms will 
demonstrate the various healing tendencies. 


Case 1—This patient entered the hospital in 1925, but 
remained here for a short period only. He returned to 
Oteen in September, with a diagnosis of pulmonary tu- 
berculosis involving all lobes, activity “C.” This case 
is demonstrated with the purpose of showing that cav- 
ities may contract even in far advanced cases upon bed 
rest. 

In August, 1925, roentgenograms of the right lung 
showed definite increased density along the terminal 
branches and vertebral trunks, and light, flocculent 
shadows in the first interspace. In the left lung the 
hilum was pulled up and thickened, and there was thick- 
ening of the lymph nodes along the trachea of this side, 
and apparently a large cavity extending from the second 
rib to above the first rib. There was great density in 
the apex above the cavity. Below this the lung was 
fairly clear. In September, 1928, the patient re-entered 
the Hospital, having a large multilocular cavity ex- 
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tending from the apex to the lower border of the second 
rib in the right lung. There was also extensive fibro- 
caseous involvement down to the fourth rib, with diffuse 
involvement to the diaphragm. The left lung showed 
a multilocular cavity lying against the lateral chest, 
extending from the apex to the upper border of the 
second rib. Diffuse involvement, which was largely 
fibrous, but with some caseation involving the remainder 
of the upper lobe and the upper third of the lower 
lobe, was also present. A roentgenogram made on Sep- 
tember 29 showed, however, contraction of the cavity 
in the left lung, as compared with a roentgenogram 
made on September 15. 


Case 2.—This patient remained in the Hospital for a 
short period in February, 1922. He left without leave. 
He entered the State Sanatorium in 1923, where he re- 
mained a year as a twenty-four-hour bed patient. Then 
he returned home and continued twenty-four-hour treat- 
ment for eighteen months, after which he remained in 
bed for four hours each day, having gradually shortened 
his former period of bed rest. He returned to Oteen 
in April, 1928, where he remained tor observation until 
May 9, 1928, when he left without leave. A cavity 
which had existed for six years in the second interspace 
of the left lung had disappeared completely. 


Case 3.—This case is introduced with the intention 
of showing that a cavity may improve but will reopen 
or enlarge again when the patient fails to take his 
treatment seriously. The patient entered a Navy hos- 
pital in 1925. Somewhat later he was admitted to Oteen 
with a diagnosis of pulmonary tuberculosis, moderately 
advanced, activity “A.” Several months later he was 
discharged for home treatment upon his request. He 
returned to this hospital for re-examination a month ago. 

In July, 1925, the roentgenogram showed diffuse case- 
ation in the right upper and upper third of lower right 
lobe. There was gradual clearing to January, 1926, 
at which time the cavity was 1 cm. in size. In July, 
1927, the cavity enlarged to 4 cm. in diameter and 
again was found contracted in November, 1927, when 
it was surrounded by a markedly thickened wall. 


Case 4.—The patient had influenza in 1918. In 1922 
the existence of pulmonary tuberculosis was detected, 
and he entered the Maryland State Sanatorium. He 
came to Oteen in 1924, and remained there until 1925, 
when he left with a “maximum benefit” status. He 
was re-admitted in 1927, at which time he had tuber- 
culosis of the larynx. On October 30, 1924, there was 
a cavity in the right upper lobe, which in the roent- 
genogram was 5 cm. in diameter; and in addition there 
were diffuse fibro-nodular lesions involving practically 
the entire lung on both sides. In May the same con- 
dition existed, except for the cavity, which was then 
only 1 cm. in diameter. In August, 1927, the cavity 
increased again to 5 cm. and there was diffuse granu- 
lation throughout the entire lung. In November, 1927, 
the cavity measured but 2 cm., while in May, 1928, 
extensive multilocular cavitation had taken place in the 
right upper lobe, with caseous bronchopneumonia in 
both lungs. This case is shown chiefly to illustrate 
the danger of interrupting treatment. 


Case 5—This patient became sick in 1924, but con- 
tinued to work until August, 1925, when he was hos- 
pitalized at Oteen, with a diagnosis of far advanced, 
active chronic pulmonary tuberculosis. He remained in 
this Hospital until his demise. During this time he was 
not a model patient. Although supposedly a twenty- 


four-hour bed case, he failed to live up to this. Six 
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weeks before his death he was operated upon for hem- 
orrhoids and fistula. From then on he failed rapidly 
and finally died. The interesting feature in this series 
of films is the complete disappearance of a huge cavity 
and the contraction of small multiple cavities. In 
August, 1925, this patient had an enormous cavity meas- 
uring 9 by 6 cm., which occupied the upper left lobe 
from the apex to the third rib. It was surrounded 
by extensive caseation with diffuse caseation down to 
the fifth rib. In the right upper lobe massive casea- 
tion was present from the apex to the third rib and 
diffuse caseation down to the fifth rib. Small multiple 
cavities were present in the apex and second interspace. 
On January 4, 1926, marked diminution in size of the 
cavity in the left upper lobe occurred. Gradually until 
September, 1926, the cavities on both sides diminished. 
In August, 1927, the patient returned to the Hospital. 
He showed at this time evidence of aspiration into the 
right lower lobe without apparent increase in the size 
of the cavity in the right upper, while the cavity in 
the left upper lobe had definitely decreased in extent. 
In October, 1927, further decrease in the size of this 
cavity took place, in addition to some general clearing 
throughout. As we can see, the cavity in the right lung 
has entirely disappeared, while the one in the left lung 
is contracted into the shape of an ampulla, its length 
being 2 cm. and its widest diameter 1 cm. in extent. 


Case 6—The patient dates his illness back to 1922. 
He was hospitalized in 1927 at Oteen, remaining there 
for a short period only, having been treated in an out- 
side institution for a while. He returned to Oteen 
in January, 1928, and was discharged in October, 1928, 
as an arrested case. A roentgenogram in August, 1927, 
showed a cavity 3 cm. in diameter within the left upper 
lobe. There was also diffuse fibro-caseous involvement 
of the entire lung. In January, 1928, the cavity had 
entirely disappeared and there had been general clear- 
ing through the left lung. This clearing continued to 
August, 1928, when the only signs of disease were small 
fibrous nodules widely scattered throughout. These 
nodules, 3 mm. in size, were found in place of the 
former cavity. 


Case 7.—The patient showed his first evidence of 
illness in 1925. He was under the care of a private 
physician until 1927, when he entered this Hospital, 
from which he was discharged in May, 1928, with the 
report, “No need of further hospitalization.” This pa- 
tient had a thin-walled cavity 5 cm. in diameter in the 
right upper lobe and a multilocular cavity 8x4 cm. in 
size in the left upper lobe. These were found in June, 
1927. In addition, the lungs showed diffuse nodules 
throughout. From the date mentioned to September, 
1928, the cavities showed gradual contraction and the 
nodules showed similar changes, with fibrosis. Between 
May, 1928, and July, 1928, the cavity which at the 
earlier date measured only 1 cm. increased to 2 cm. 
However, two months later there was no evidence of 
its presence. 


Case 8.—In 1920 this patient had a hemorrhage, for 
which he took a rest cure lasting six weeks. In 1922 
fis condition was diagnosed as pulmonary tuberculosis. 
He had worked up to that time. He was hospitalized 
in another government institution after his diagnosis 
was confirmed at the Cleveland Regional Office. In 
January, 1927, he came to Oteen and remained here 
until September, when he was discharged as being in 
“No need of further hospitalization.” In October, 1923, 
this patient had a cavity 5 cm. in diameter in the 
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right upper lobe. Diffuse fibro-caseation was also pres- 
ent throughout the right lung. No improvement took 
place and the condition remained stationary to August, 
1924. In February, 1925, the cavity had entirely dis- 
appeared and there had been general clearing through- 
out. Contraction had taken place in the nodules grad- 
ually from that date up to September, 1928. There 
was also shown an extensive deposit of calcium between 
March, 1927, and September, 1928, when no trace of 
the former cavity was recognized. 


Case 9.—In August, 1926, a private physician found 
it necessary to send this patient to a government insti- 
tution. At that time the diagnosis was “pulmonary 
tuberculosis in the right upper lobe, with cavitation.” 
He remained at this Hospital until his discharge, when 
he left as an “arrested case.” In August, 1926, there 
was shown a cavity 3 cm. in diameter within the right 
lung at the first interspace, in addition to fibro-caseous 
nodules which surrounded the cavity and infiltrated 
the apex. In December, 1926, the cavity had entirely 
disappeared and considerable clearing had taken place 
in the apex and third interspace. Further clearing took 
place from that date to August, 1927, when the lesion 
appeared to be entirely fibrous. 


Case 10.—The patient entered the Hospital in 1927, 
although he was sick in March, 1925. The diagnosis 
upon admission was “pulmonary tuberculosis, moderately 
advanced ‘B.’” He remained at this Hospital until 
October, 1927, having completed his hospitalization. 
In June, 1926, roentgenogram showed a cavity 3 cm. 
in diameter, behind the first rib in the left lung. There 
was also diffuse fibro-caseation which involved the left 
upper lobe. The same condition was present until 
January, 1927, when the cavity disappeared entirely 
and extensive absorption of exudate in the left upper 
lobe was observed. Further absorption and contrac- 
tion took place until June, 1928, when there was very 
little evidence that this patient had ever had pulmonary 
tuberculosis. 


Case 11.—This case is presented to show that cavities 
may take care of themselves, even though the patient 
fails to live up to expectations as far as treatment is 
concerned. The patient was admitted in May, 1926, 
and discharged “against advice” in October, 1926. He 
returned to this Hospital in March, 1926, but left 
again “against advice” during the same month, his 
cavity having been closed in the meantime, although 
he developed tuberculosis of the left hip joint. In 
May, 1926, there was in the left upper lobe an oblong 
cavity measuring 6x2.5cm., in addition to fibro-case- 
ous involvement in the apex and first interspace and 
diffuse involvement down to the third interspace of that 
lung. The right lung showed diffuse fibro-caseous in- 
volvement in the second and third interspace. In No- 
vember, 1926, the cavity in the left upper lobe de- 
creased in size until it measured not more than 3 x0.5 
cm. There also had been marked absorption in the 
other lesions of both lungs. From this date to January, 
1928, gradual absorption and contraction of the cavity 
took place until there was no further evidence of cavity 
formation and until the remaining disease appeared to 
be represented entirely by diffuse fibrosis in the left 
upper and right second and third interspace. 


The cases reported were taken at random, not 
selected. In reviewing the changes which occur 
one is impressed with the fact that disappearance 
ef cavities is a possibility. It is our custom to 
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compare all roentgenologic findings upon a case 
coming to post-mortem with the specimens ob- 
tained. Cavities seen in the roentgenogram are 
always found in the lungs of the subject upon 
post-mortem. We, therefore, feel certain that 
the cavities which disappeared were in reality 
cavities when demonstrated first upon the roent- 
genogram. 

Microscopic studies have taught us to be con- 
servative; on the other hand, clinical and roent- 
genologic observations have proved to us that 
in a certain number of cases there is a lasting 
disappearance of the cavities. We wish to add, 
further, that in our opinion no patient should 
be discharged from a hospital as cured or ar- 
rested shortly after the disappearance of the 
cavity. Only when all other tuberculous lesions 
have undergone clearing also should he be al- 
lowed to leave the hospital, and then only after 
a period of graduated exercise has demonstrated 
that he is clinically an arrested case. 
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DISCUSSION (Abstract) 


Dr. Karl Schaffle, Asheville, N. C—As students we 
all had the idea that in the tuberculous lung, when 
there was once a cavity there was always a cavity; 
further, that such cavities became gradually larger, mul- 
tiple, and coalescent, from the extensive tissue destruc- 
tion of the disease process. Doubtless this idea was 
responsible for the fact that in the anatomical-pathologi- 
cal classification of Turban, all cases of pulmonary 
tuberculosis with cavitation were placed in the category 
of the “far advanced,” with a correspondingly un- 
favorable prognosis. While this classification was 
adopted with little modification by tuberculosis asso- 
ciations of various countries, it has always been difficult 
to interpret, especially in those cases in which the 
clinical condition does not correspond with the patholog- 
ical findings. You may be familiar with the attempts 
to classify tuberculosis upon a clinical basis. Frequently 
the physician is embarrassed by the necessity of filling 
out an application for a disability benefit, or admis- 
sion to a sanatorium, based upon this cast-iron classifi- 
cation, when he feels that the patient’s condition and 
prognosis are much better than it would indicate. 
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In some quarters a pessimistic tone still prevails as 
to the outcome in cavity cases. In the work of Bac- 
meister and Piesbergen cases of exudative tuberculosis 
are excluded. While much has been said of late years 
by Winternitz and others in this Country as to the 
differentiation of this type from the proliferative, pro- 
ductive or fibrotic type, and the relative prognostic 
significance of each, it is possible for the exudative case 
to become favorable or for the productive case to be- 
come unfavorable, depending, as indicated by Krause, 
on the factor of allergy. The cases shown here are 
mixed, but from the radiograms it is evident that the 
fibrotic process predominates. 


While we regret that Dr. Blumberg has not as yet 
found a completely healed cavity at post-mortem, he 
has indicated that such a thing is possible. 


When Dr. Dunn first showed me x-rays in which 
cavities became rapidly smaller and finally disappeared, 
with apparently complete clearing in the entire lung 
of all evidences of disease, I could hardly believe that 
the plates were of the same patients, or if they were 
that the patients really had had tuberculosis. Later, 
when I had been with him longer I observed the asso- 
ciated clinical improvement, with the accompanying 
changes in physical signs. Naturally, it has been grat- 
ifying to have our findings corroborated at the neigh- 
boring Government hospital. 

It was Dr. Dunn’s contention that healing takes place 
chiefly during the period of bed rest, and that rest 
should be interrupted for no purpose whatever, but 
should be continued until the desired result had been 
reached. This has been enforced for many years in 
all the private sanatoria in which his patients were 
under care. The same regime has been maintained 
at Oteen during the period in which the films you 
have seen were made. It was Dr. Dunn’s custom to 
take x-ray pictures at intervals of three months, using 
a portable apparatus for bed and chair-rest patients. 
This procedure is being followed by the Dunn Memo- 
rial Clinic, under the directorship of Dr. C. D. W. 
Colby, who for seventeen years was Dr. Dunn’s chief 
associate. 

In several of our cases artificial pneumothorax was 
advised, or the patient was told that it might be neces- 
sary later. In a large series of cases cavities have been 
compressed by this method along with the remainder 
of the lung. 

Dr. C. H. Cocke, Asheville, N. C.—¥Formerly three 
possible methods of evolution of tuberculous lesions 
were recognized and accepted, namely: 

(1) Caseous degeneration, generally followed by soft- 
ening and melting. 

(2) Transformation into scar tissue or fibrosis. 

(3) Calcification. 

The first of these results as a rule in cavity forma- 
tion. The other two lead to cicatrization and cure. 


Since the widespread use of the serial x-ray picture 
has afforded sufficient opportunity for observation, we 
now know what was not formerly admitted in any 
very general sense to be true, that the tuberculous 
products are capable of such regression that they may 
disappear sometimes in quite an amazing way and de- 
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gree, by resolution. I shall not discuss why this er- 
roneous idea of the failure of resolution of tubercu- 
lous lesions was held, but it was mainly due to the 
conception that the tubercle was a form of tumor of 
more or less immutable structure, and consequently 
forming elements quite different from ordinary inflam- 
matory products. 

While I myself have observed in an increasing num- 
ber of instances the cure of tuberculous lesions by res- 
olution, in recent years by reason of the fact that all 
of my cases are submitted to three monthly x-ray exam- 
inations, this conviction of resolution is firmly estab- 
lished in my opinion. Nor is this resolution especially 
limited to some exceptional clinical type, but it may 
occur in all cases of pulmonary tuberculosis where the 
cavities (and other lesions) are still of relatively recent 
formation, if their walls are still made up of new 
inflammatory tissue. Older lesions are different. Hence 
the age of the cavity is important for an estimate of 
the possibility of its healing, hard fibrous tissue walls 
of long duration being prone to hold the cavity open. 

Amberson’ reported two years ago before the Amer- 
ican Climatological and Clinical Association what hap- 
pened to cavities in a series of 476 cases taken from 
the records of the Loomis Sanatorium. 


135 CASES OF CAVITY 
LESS THAN 2 CM. 


341 CASES OF CAVITY 
LARGER THAN 2 CM. 


Increased Increased 
Unchanged ....Unchanged 
Contracted 34.1% Contracted 

Obliterated 17.0% Obliterated 


This table, as you see, agrees fundamentally with the 
demonstration just given by Drs. Waller, Russell and 
Blumberg, and with my own observations. 


Dr. Charles Phillips, Richmond, Va.—When Case 5, 
the negro, came to autopsy, in what condition was 
the cavity? 


Dr. B. L. Brock, Louisville, Ky—Have you found 
any evidence at autopsy to warrant a diagnosis of 
pleuro-annular rings? Many of us have been calling 
pleuro-annular rings cavities. 


Dr. Blumberg (closing) —We have not shown se- 
lected cases. On the contrary, we took these at random 
from patients who received “bed treatment” only. You 
realize the difference in results, with patients for whom 
treatment was a more or less incidental affair, as com- 
pared with those whose bed treatment was strictly 
enforced. 

We have the same difficulty in getting permission 
for autopsy as have other institutions. The body of 
the colored man about whom Dr. Phillips inquired 
was hurried away from the hospital before we had an 
opportunity to do a post-mortem examination. In 
passing, I wish to repeat that the average tuberculous 
patient is a poor surgical risk. 

The question of annular shadows arises frequently. 
Our post-mortem findings agreed with the roentgenolo- 
gist’s diagnosis whenever he reported the presence of 
a cavity. I myself have not seen the annular shadow 
on the roentgenogram which on postmortem did not 
prove to be a cavity. 
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UPPER RESPIRATORY INFECTIONS* 


By D. Lesesne Situ, M.D., 
Spartanburg, S. C. 


Every man realizes the far-reaching signifi- 
cance of infections of the upper respiratory tract. 
Of all the acute diseases in children that we 
treat 90 per cent have their beginning in upper 
respiratory infections. Possibly 30 per cent of 
the fatal illnesses of children have their begin- 
ning in the same manner. The point I wish to 
emphasize is one brought up by Dr. Brenne- 
mann: “That any and every throat infection 
may initiate a series of pathological changes that 
may involve almost any part of the body, and 
that it is of value to adopt this viewpoint in our 
practice.” 

These infections occur at all seasons of the 
year, but assume an epidemic form at times, 
usually in the fall and spring. 


They seem to be highly contagious; more so 
than any of the acute infectious diseases. Bren- 
nemann suggests that there is a decided indi- 
vidual and familial susceptibility. M. F. Mc- 
Carthy says that if one member of the family has 
a chronic sinus disease all the rest of the family 
are likely to contract it; that is, that a chronic 
sinus is a fruitful source of infection for other 
contacts. One attack does not seem to confer 
any immunity, but on the other hand makes the 
child more susceptible. 

The condition which I call upper respiratory 
infection has been called throat infection, grippe, 
influenza, laryngitis, and otitis, by different men. 
Its etiology has been much discussed in medical 
meetings. It seems to attack the healthy and 
strong, as often and as severely as those that are 
apparently not healthy. Some children are more 
susceptible than others to the disease. Riding 
in automobiles on dusty roads is a cause- of res- 
piratory infection in many children. Chilling as 
a predisposing factor has a well grounded and 
substantial hold on the public mind. Children 
between the ages of six months and three years 
seem to be more susceptible, although no age is 
free from it. Those over five do not seem to be 
so subject to reinfection as are those under that 
age. Careful and painstaking scientists have 
sought for a specific organism of the disease 
without reaching any conclusions. Some report 
one organism as causative; others report equally 


*Read in Section on Pediatrics, Southern Medical 
Association, Twenty-Second Annual Meeting, Ashe- 
ville, North Carolina, November 12-15, 1928. 
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convincing evidence of the specificity of another. 
The streptococci, staphylococci, and pneumococci 
have all been assigned a prominent part, and 
recently colon bacilli have been isolated from 
many of these infections. It has been suggested 
that the non-pathogenic organisms and secondary 
invaders in a culture so overshadow the true 
primary organism that it is difficult or impos- 
sible to isolate it. 

The onset of the condition is sudden. It be- 
gins usually with a mild cold, with or without 
fever. The child may suddenly awake during 
the night vomiting. Fever ranges from 101° to 
105°. Symptoms vary in different epidemics. 
The child may have no fever, but pronounced 
vomiting, the so-called acidosis type. No one 
can predict in the beginning whether the attack 
will be mild or severe, or whether the infection 
will spread from the throat to the ears, accessory 
sinuses, or to other organs of the body. Bren- 
nemann divides the possibilities of the disease 
into three divisions: (1) the infection to all clin- 
ical appearances may remain localized in the 
throat; (2) it may spread by continuity and 
contiguity to adjacent tissues; (3) it may be- 
come systemic and lead through toxins in the 
blood stream to pathological changes in almost 
any part of the body. A typical case begins with 
redness of varying degree in the throat. Some- 
times only a slight red line extends from one 
tonsil across the soft palate to the base of the 
other tonsil, giving a granular, red appearance, 
with a temperature usually of 103° to 104°. 
The fever subsides often in two or three days and 
the case seems well. Yet in twenty-four hours 
one may find the ears involved, with one or both 
ears red and bulging. 

A compilation of statistics as to the frequency 
of ear and mastoid infection by Dr. Kenneth 
Day follows: 

Nutritional General 


Number of examinations......................... 76 90 
Positive ear findings.......................-.-...--- 29 31 
Per cent......... 38 3416 
Mastoid operation 3 2 
Improved with operation........................ 1 2 
Operation 2 


Average duration of discharge in fifty-nine cases, nine 
days. 

In the vomiting cases, we do not usually find 
very much fever, but a decided throat infection. 
This vomiting continues from twenty-four to 
seventy-two hours. Some of the children be- 
come very much dehydrated and show all the 
signs of a typical case of acidosis. This type is 
frequently difficult te differentiate from intus- 
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susception. Cervical adenitis is a frequent com- 
plication. The lymph nodes rarely suppurate. 
Many observers, among whom are Marriott and 
Mitchell, of this Association, have brought to 
our attention the frequency of nasal accessory 
sinus infection in this disease. A symptom 
which I have frequently observed and one which 
Brennemann calls our attention to is the abdom- 
inal pain which frequently accompanies this dis- 
ease and may be mistaken for appendicitis. This 
is a common symptom and is frequently mis- 
interpreted. The infection may spread down- 
ward in the bronchial region and cause a severe 
bronchitis or pneumonia. Pneumonia is not 
likely to follow unless there is an improperly 
drained ear. Nephritis, pyelitis, in fact, any 
kidney complication can be secondary to these 
infections. The skin rashes that occur are some- 
times very puzzling, as they may be similar in 
appearance to any of the acute exanthematous 
diseases. Last, but not least, are the intestinal 
disturbances which have been described by Mar- 
riott and others, and which next to otitis media 
are the most common, as well as the most serious 
complications with which we have to deal. 

The diagnosis usually is very simple. If the 
child has had a cold or even some other mem- 
ber of the family has had a cold, one’s suspicions 
are aroused. If there is a sudden onset with 
fever from 101° to 102°, with or without vomit- 
ing, we feel reasonably sure that we are dealing 
with an upper respiratory infection. The chief 
diagnostic point is not the symptoms, but the 
physical findings. Frequently the throat in- 
volvement is so slight as not to attract the at- 
tention of the family. Children do not com- 
plain of sore throat so we have not this to 
guide us to our conclusion. Many cases can 
be diagnosed only by an examination of the 
ears. Most of the referred cases come with a 
diagnosis of stomach trouble. The throat should 
always be examined with a good light, prefer- 
ably reflected light. Cultures of the throat are 
of no practical value and are often misleading. 
The character of the throat varies in the various 
epidemics. In some the tonsils are red and badly 
congested, in others they are but slightly in- 
volved. 

All of these infections are contagious, but so 
far as I know no plan or method has been de- 
vised to lesson or control their spread. This 
is the one important phase of the disease that 
should demand our attention, for prevention 
seems to be our only hope. In some infant 
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wards of hospitals the nurses are required to 
wear a mask. This has not done much to les- 
sen the spread. In private homes the child suf- 
fering with the infection should be isolated, but 
as the disease seems to be more highly con- 
tagious in its incipiency this accomplishes little. 
Parents who have chronic sinuses should be in- 
formed of their danger as carriers and taught 
methods to prevent the spread of infection as 
far as practical. There is no way of judging 
the susceptibility of an individual, as we do in 
diphtheria, so the vaccine treatment has not 
been brought up to a standard of certainty. 
It seems to be a shotgun procedure and while 
we hear of remarkable success with it in some 
cases, in others it fails. The removal of tonsils 
does not lessen the susceptibility of the child, 
unless the tonsils are diseased. Children who 
have had their tonsils removed suffer as much as 
they did before the operation. If the ears be- 
come infected and the child has repeated at- 
tacks, adenoidectomy is of value. The adenoids 
are enclosed in a small space in the posterior 
nares and when they become congested free 
drainage is not possible. The resisting power 
of the child should be built up by keeping him 
in the fresh air and sunshine. Codliver oil is 
a logical drug. 

Medical treatment offers little except to make 
the child more comfortable and relieve it of dis- 
tress. Calomel, castor oil and other purgatives 
have no place in the treatment of these cases, 
since they deplete and lower the resistance. It 
is extremely important to give the child as thor- 
ough an examination as possible each time he is 
seen. Frequently a child has a red throat with 
negative ears and negative urine one day, yet in 
twenty-four hours the examination of the ears 
will reveal further spread of the disease or many 
cases will show a badly complicated or infected 
kidney. Many cases have all of the typical 
signs of pneumonia. Examination of the ears 
will reveal bulging. Upon paracentesis the 
symptoms all disappear. Diarrheas secondary 
to either a mastoid or throat infection do not 
get well under the classical treatment for diar- 
rhea, but disappear when the proper measures 
are instituted for the relief of the primary cause. 

Feeding is of great importance. Most of these 
children lose their appetites and the case be- 
comes difficult to handle. No change is given in 
the order for food. Insist upon as much food 
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as the child will take. Fluids are important 
and should be administered in any form in which 
the child will take them. Because the child has 
fever is no reason why he should not have milk. 
In the vomiting type orange juice and crushed 
ice are often well borne. In some vomiting 
cases cereals are better tolerated than milk. Fre- 
quent feedings of small amounts of concentrated 
mixtures is reasonable and practical. 

Upper respiratory infection is the most fre- 
quently occurring problem in medical practice 
at present. It is the task of the pediatrician 
to solve the mystery. The handling of hospital 
cases and private ones is entirely different. 

Upper respiratory disease is a great imitator. 
From the similarity of its symptoms to those of 
many other diseases, it might be called “the 
monkey disease.” 


DISCUSSION (Abstract) 


Dr. J. D. Love, Jacksonville, Fla—I am glad that Dr. 
Smith referred to the familial incidence and the high 
infectivity of chronic sinus infections. I have had 
under observation for the past two years a family in 
which there are five children. All five in that period 
have had middle-ear disease. Four of them have had 
mastoid operations, and one a second mastoid operation. 

Whatever the etiology of upper respiratory infection 
may be the common cold is usually the initial mani- 
festation. Micro-organisms may account for the con- 
tagiousness of the common cold. The crowded condi- 
tions of-the schools, the custom of overdressing the 
child and thus depriving it of the protective function 
which nature imparted to the skin, overheated houses, 
lack of fresh air and ventilation, exposure to cold and 
dust, drafty automobiles and homes may be blamed. 
But all these influences combined are less culpable than 
the omnipresent adenoids. On account of the anatomy of 
the posterior nares and nasopharynx the intimate con- 
nection with the ear and paranasal sinuses, the tendency 
of adenoid tissue to take on infection, and the mechani- 
cal damming by accumulated adenoid tissue of the nasal 
secretions in which micro-organisms multiply, adenoids 
should be assigned first place in the causation of upper 
and indeed, lower respiratory infections. 

An array of conditions is mentioned by Morse as 
possible results of adenoids: rickets, deformities of face 
and nose, frequent otitis and deafness, and sinus in- 
fections, bronchitis, asthma, sleeplessness, malnutrition, 
anemia, fever, mental dullness, and others more or less 
distressing. We should correct the popular impression 
that adenoids ought not to be removed in infancy and 
early childhood, and devise plans through which every 
child, even those whose parents are unable to pay the 
fee, shall be afforded the undeniable benefits of ade- 
noidectomy. We admit the frequent recurrence of 


adenoids following operation, but this simply demands 
re-operation. 
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SURGICAL IMPORTANCE OF ANEMIA* 


By Harorp H. Fox, M.D., 
Miami, Fla. 


Anemia has been defined as a condition in 
which the blood is either deficient in quantity 
(oligemia) or in quality. The deficiency in 
quality may consist in the diminution of the 
amount of hemoglobin (oligo-chromenia) or in 
diminution in the number of red blood cells 
(oligocythemia) .! 

To discover this deficiency we must first be 
aware of what is a normal blood picture. We 
have been accustomed to consider a color index 
of 1.0 and a red blood cell count of five million 
for men, and four and one-half for women, per 
cubic millimeter, the normal average. Such 
counts are based upon the reports of four cases 
only, and this work was done in 1852-1854 
by methods now obsolete. It is only in recent 
years by modern research methods that a few 
workers have challenged the work done over a 
half century ago. They have determined through 
blood examinations made on a series of 137 
healthy male medical students between the ages 
of 19 and 30, that the average red cell count 
was 5,390,000 and the average hemoglobin con- 
tent was 15.76 gms. per 100 c.c. of blood, and 
that the color index in 90 per cent of their 
cases ranged from 0.9 to 1.1.2 

In a subsequent report of examinations made 
on one hundred healthy female nurses the aver- 
age was 4,800,000. The average hemoglobin 
was 14.29 gm. to 100 c.c., and the color index 
in 90 per cent of the cases was from 0.9 to 1.10. 
From these reports it may be seen that the aver- 
age red blood picture in both men and women 
is considerably higher in red blood cells and 
in hemoglobin than estimates based upon an- 
cient findings by obsolete methods indicates. 
Correspondingly, an anemia reckoned by cell 
or hemoglobin estimates made by modern 
methods, but computed on the scale of former 
values, is greater in degree than that shown by 
the ordinary laboratory report. It is interesting 
to note that the amounts and percentages quoted 
were made on subjects living not over five hun- 
dred feet above sea level. 

A question of practical value to us is: is the 
blood picture of the South, with its own climatic 
conditions, different from that of residents of 
latitudes farther to the North? On that point 


*Received for publication August 5, 1929. 


‘ 
“he 


Vol. XXII No. 10 


I am unable to find any reports sufficiently 
comprehensive to be acceptable. I am includ- 
ing here a brief table of red cell counts and 
hemoglobin estimates recently made in my of- 
fice. The cell counts were made by modern 
approved methods and should be exact to within 
3 per cent. The hemoglobin estimates were 
made by the Tallquist scale, which is admit- 
tedly inaccurate, possibly under certain condi- 
tions up to 10 per cent or more. However, 
it was used for clinical purposes, and not re- 
search work, as it is adapted to such work be- 
cause of its ease and rapidity of performance, 
and since the other common method in use 
(Dare or Sahli) for rapid estimation has been 
shown to be equally at fault. : 

The cases reported were studied in my office, 
or in the hospital in connection with general 
surgical or gynecological conditions. Presum- 
ably patients coming for treatment could not 
be considered healthy. However, no counts 
made in frank hemorrhage cases or during men- 
struation were considered. In this group of 
fifty consecutive cases the youngest was seven 
and the oldest seventy-three years old: 

From 5 to 15 years there were 3 cases. 

From 15 to 30 years there were 11 cases. 

From 30 to 40 years there were 15 cases. 


From 45 to 60 years there were 13 cases. 
From 60 to 75 years there were 8 cases. 


There were 31 females and 19 males. The average 
age was 40.01 years. The average hemoglobin was 
74.75 per cent, the average red cell count was 3,922,721, 
and the average color index was 0.94 plus. The average 
male red blood count was 4,276,000; the average female 
red blood count was 3,872,600; the difference 404,000. 

This, I believe, represents the average blood 
picture of the general run of surgical and gyne- 
cological cases that we see. 


Compared to our old standards, it shows rather 
a high degree of anemia, and compared to the 
modern statistics, a considerably higher degree. 
It is interesting to note that the color index 
determinations by the methods used closely 
approximate Osgood’s most recent work. These 
figures, I believe, will give us a relative idea of 
the amount of anemia we meet in the ordinary 
surgical cases in the South, not due to frank 
hemorrhage. 

Now, what are the common classifications of 
anemia and in what way does anemia affect 
the human system, to constitute a surgical risk? 

In a broad classification we have the local 
anemias and the general anemias, the primary 
and the secondary anemias, and combinations of 
each classification. As examples of local anemia 
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we have cerebral anemias and pressure anemias. 
Of general anemias we have the anemias due to 
massive hemorrhage, te surgical shock, and to 
numerous other causes. Pernicious anemia is 
frequently given as a type of primary anemia, 
and anemia from long continued hemorrhage or 
wasting disease as secondary anemia. All classes 
of anemia affect the human system to a greater 
or lesser degree, depending upon the severity 
of the anemia, and the attendant decrease in 
oxygen-carrying capacity of the blood, and by 
differences in concentration and cell volume, af- 
fect the chemical interrelation of the tissues to 
the blood and to each other. 


The primary blood dyscrasias and the local 
anemias, with the exception of postural cerebral 
anemia, will be omitted from this paper, which 
will be limited to a discussion of general anemia 
produced by hemorrhage either acute or chronic. 

Of the causes producing acute hemorrhagic 
anemia we have: (a) trauma to the blood ves- 
sel itself; (b) trauma to the blood vessel sec- 
ondary to adjacent tissues. 


The first may be occasioned by laceration of 
the blood vessel by foreign bodies, such as a 
bullet or a knife. 


The second may follow such relatively com- 
mon conditions as ruptured ectopic pregnancy, 
ruptured gastric ulcer, surgical operations on 
the nose and throat, severe crushing injuries, 
and the like. 


As a concomitant of each and _ intensifying 
the anemia, there may be hemorrhage into the 
tissues associated with surgical shock and low- 
ered blood pressure. Morganthaler® and others 
have shown that surgical shock produces marked 
general hemorrhage into the capillaries and by 
action of some unknown toxin through their sin- 
gle cell walls, into the surrounding tissues. 


Assuming five liters to be the blood volume 
of the ordinary patient of 130 pounds, if this 
patient loses 25 per cent of his blood volume 
and his red cell count is 40 per cent of the 
normal, a not unusual condition, the oxygen- 
carrying capacity of his red cells is only 30 
per cent of that of a normal individual, or the 
equivalent of 1.5 liters normal blood. 

Considering the ordinary operative case as 
shown by my table to have an expected red 
cell count 80 per cent normal, if this patient 
loses only one liter of blood by hemorrhage, 
he has then an oxygen-carrying capacity of only 
64 per cent of normal; it is equivalent to the 
loss of over one-third his normal blood volume. 


| | 
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These estimates will run higher if we will re- 
member that red cell normals now average about 
six per cent increase over former standards, con- 
sequently an 80 per cent red cell count would be 
on the new basis, only 74 per cent. Thus his 
blood loss, if he suffered a hemorrhage of only 
one liter, would reduce his actual red cell ca- 
pacity to 59 per cent of normal. In shock we 
may have by the action of some unknown toxins, 
porosity of the capillary walls and bleeding into 
the tissue spaces. This transudation is more 
largely of the blood plasma. Hence we have 
blood concentration, and direct loss of blood 
volume, leaving an insufficient amount of blood 
to maintain normal heart action, or furnish oxy- 
gen for normal human metabolism.‘ 


Now, if we consider further the findings of 
Raine and Yates, of Columbia Hospital, on the 
effect of anesthesia and operations on the oxy- 
gen-carrying power of the blood, as presented 
at a recent meeting of the American Surgical 
Association, we find that one-half hour’s anes- 
thesia of a healthy adult with nitrous oxid- 
oxygen, or ethylene oxygen anesthesia, without 
a simultaneous operation, will cause a reduction 
in the oxygen-carrying power of the blood of 
from 10 to 25 per cent. 


This occurs in from 24 to 48 hours after 
anesthesia, and the blood does not return to 
normal in from six to seven days. Ether is 
supposed to produce a similar effect. Now, if 
we may expect the ordinary patient to show an 
actual red cell capacity of only 74 per cent of 
the normal, if we further reduce this by 25 per 
cent, due to the anesthesia alone, we then have 
before operation less than 50 per cent actual 
oxygen-carrying value. Seventy per cent may 
not cause apprehension to many surgeons, but 
less than 50 per cent is surely cause for serious 
consideration. 


If, in addition, we realize that this percentage 
may further be decreased by hemorrhage into 
the tissues, due to surgical shock, or to loss of 
blood from other causes, we must approach the 
problem of operation with a greater apprecia- 
tion of the risk to be met. We shall prepare 
the patient with greater care, and we shall be 
more circumspect in our prognosis. 


Prior to operation we should use, more and 
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more, the recognized agents to correct anemia 
and to produce the normal fluid balance, such 
as repeated transfusions of whole or citrated 
blood, fluids intravenously and subcutaneously, 
by mouth or by rectum, opiates to relieve the 
nervous apprehension which in itself may pro- 
duce shock; thermal and chemical agents, as 
well as glandular products to control blood pres- 
sure and capillary bleeding. We should oper- 
ate as rapidly as possible, and in many cases 
in stages, doing as much each time as the pa- 
tient’s condition warrants. We should guard 
against sudden postural changes of the patient, 
as it has been shown that cerebral anemia so 
severe, especially in the aged and infirm, as to 
cause death, may be induced by merely changing 
the patient on the operating table from a re- 
clining to a sitting posture. We should not neg- 
lect to profit by our experiences of the past in 
meeting the problems of the present. 


Unfortunately, we can have no definite stand- 
ard as to what degree of anemia may in every 
case contraindicate certain operative measures. 
Much will depend upon other factors influenc- 
ing the physical condition of the patient, the 
duration of the anemia, the skill, equipment and 
surgical judgment of the surgeon. It is well 
recognized that barring the presence of surgical 
shock, sudden massive hemorrhage such as one 
sees in ruptured ectopic pregnancies, upon con- 
trol of the bleeding responds far more rapidly 
to treatment than the same degree of anemia 
which is the result of small hemorrhages oc- 
curring over a considerable period of time. In 
some of the latter cases the bone marrow, liver, 
kidneys, heart and blood vessels show beginning 
aplastic degenerative changes. Such an anemia 
sometimes follows chronic uterine hemorrhage, 
associated with uterine fibroids. The ideal sur- 
gical blood picture is of course that of the nor- 
mal blood. We may say that, barring other 
considerations, the surgical risk increases in di- 
rect proportion to the degree of anemia. 
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PRE-OPERATIVE PRECAUTIONS IN OTO- 
LARYNGOLOGY* 


By Pinkney V. MIke Lt, M.D., F.A.CS., 
Columbia, S. C. 


The best method of handling post-operative 
complications in oto-laryngology is not to have 
any, if possible. Pre-operative precautions which 
do away with post-operative complications are 
of more practical value than much skill brought 
to bear in combating these same complications 
after they arise. 

The first requisite in this specialty, as in any 
other, is that the physician who limits his work 
to oto-laryngology should have the best: train- 
ing possible in general medicine and surgery, 
and should be a capable physician, both before 
and after limiting his work to this special field. 
There is probably no special branch of medical 
practice, with more men that are unfitted for it 
by lack of adequate training, trying to “carry 
on,” than in oto-laryngology. In a series of 500 
mastoid cases reported by Keeler at Washington 
last Spring, there were dozens of patients who 
had had previous ‘“mastoidectomies” without 
ever having the antrum entered, and I doubt 
that there is a man within the sound of my voice 
who has not had at least one similar experience. 
As someone wisely said long ago: “A specialist 
is a man who knows something about everything 
and everything about something.” 

When a man well grounded in general med- 
icine and surgery decides to specialize in oto- 
laryngology, he should supplement his general 
knowledge of medicine by the most complete 
special training he can command. He cannot 
qualify by taking an “intensive course” of a few 
weeks, or a hurried flight through a few foreign 
clinics; but this practical experience should be 
obtained by long and arduous work in the clinics 
under the supervision of the master teachers. 


IMPORTANCE OF THOROUGH PRELIMINARY 
EXAMINATION 


Every well trained physician knows the im- 
portance of thorough preliminary examination, 
no matter what the problem presented may ap- 
pear to be; yet it is astonishing how often such 
examinations are omitted or negligently done 
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upon oto-laryngological patients. Especially is 
this true of tonsillectomy. That this is a serious 
surgical operation which needs to be surrounded 
by every surgical precaution, appears to be un- 
recognized by the majority of operators and pa- 
tients alike. A world renowned internist once 
stated that he knew at least fifteen surgeons 
whom he would trust to remove his appendix, 
but he knows only three men whom he would 
trust to do a tonsillectomy upon him. A urologist 
would not think of removing a kidney which he 
believed to be diseased, without first using every 
known means of determining the exact nature 
of that disease and investigating the entire phys- 
ical state of his patient to find out if there were 
any contraindications to the removal of that 
kidney. Especially would he search for con- 
current infections which might have a bearing 
on the renal condition, even if they were not 
directly connected with it. 

To cite but a single danger, consider the risk 
of disseminating such an infection as_tuber- 
culosis, which may speedily end the life of the 
patient thus inadvisably operated upon. Of 
1000 tonsillectomies done at Johns Hopkins 
Hospital, examination of the removed tissues 
showed tubercle bacilli in 46, or about 4.5 per, 
cent. Mitchell, of the Royal Hospital for Sick 
Children, Edinburgh, examined the material ob- 
tained by 206 tonsillectomies: 106 of these pa- 
tients had tuberculous cervical glands, for the 
removal of which they entered the Hospital; 100 
patients were operated upon under a diagnosis 
of tonsillar hypertrophy, though “in all cases 
the lymph glands behind the angle of the jaw 
were palpably enlarged.” Of this, Mitchell 
states that ‘“The enlargement is of a toxic nature 
and is to be differentiated if possible from early 
tuberculosis of the tonsillar gland.” In the first 
group of 106 cases, 41 proved microscopically 
to be tuberculous; of the second group, 9 out 
of 100 subjects were histologically demonstrated 
to have tuberculous tonsils, though there was no 
clinical evidence of tubercle bacillus infection. 
In Weller’s study of the incidence of tonsil tu- 
berculosis, made at the University Hospital, 
Ann Arbor, Michigan, the histologic examination 
of the material removed in 8697 tonsillectomies, 
including in practically all cases both faucial 
tonsils and adenoids, showed active tuberculosis 
in 204 instances, a case incidence of 2.35 per 
cent. The author remarks that “The large num- 
ber of medical students, internes and nurses who 
have had unsuspected tuberculosis of the tonsils 
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has been an interesting feature of this investiga- 
tion.” All these investigators remark upon the 
practical impossibility of determining whether or 
not a tonsil in situ is tuberculous. 

How, then, can careful pre-operative examina- 
tion restrain us from taking out tonsils so in- 
fected? It cannot always do so, but in many 
cases examination may reveal the true condition, 
which would lead us to take extra precautions 
lest infection be disseminated. Still oftener it 
would uncover undoubted clinical evidence of 
tuberculosis elsewhere in the body, perhaps so 
small and quiescent a focus that hasty inspection 
would overlook it altogether. 

Never should the oto-laryngologist operate 
upon a patient whose physical condition is 
vouched for by someone whose ability and scien- 
tific thoroughness can be even remotely ques- 
tioned. All such procedures should be carried 
out in a properly equipped hospital, and the 
patient should enter it at least twelve hours be- 
fore the time set for the operation. He should 
have a careful history taken, physical and lab- 
oratory examinations, and, if there is any doubt 
in the examiner’s mind as to the presence of pul- 
monary tuberculosis or enlarged thymus, the 
x-ray should also be used. 

The choice of an anesthetic is one of the most 
important features of an operation, and the ques- 
tion of what is most suitable in tonsillectomy has 
been warmly discussed for many years. I con- 
sider local anesthesia preferable for operation 
upon adults. Other things being equal, local 
anesthesia is less hazardous to life, though we 
should expect a higher mortality rate under it, 
because it is often used upon poor risks who 
cannot stand general anesthesia. As a matter 
of fact, it is shown by statistics from such clinics 
as the Mayo that the mortality rate is actually 
lower. At Rochester practically all adult ton- 
sillectomies are done under local anesthesia. Of 
course, the preparation for anesthesia should 
be just as careful and thorough when local is 
to be used as if gas-oxygen or ether were the 
anesthetic contemplated. This omission has cost 
more than one patient his life. 

The administration of local anesthesia is sus- 
ceptible of certain refinements which make for 
greater safety and increased comfort for the pa- 
tient. Half an hour before operation a hypo- 
dermic injection of morphin and hyocin should 
be given, and when the patient reaches the oper- 
ating room he should be placed in a semi-recum- 
bent position and made as comfortable as pos- 
sible. Everything should be quiet and unhur- 
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ried and all signs of preparation kept out of his 
range of vision. It is beyond the province of this 
paper to discuss the best methods either of oper- 
ation or anesthetic technic, but a few “pointers” 
which I have picked up in the course of my ex- 
perience may not be unwelcome. After each in- 
sertion of the needle into the tissues around the 
tonsil, wipe off the point with an alcohol sponge. 
During the operation, if the bleeding is annoying, 
the method of pressing the tonsil back into the 
fossa, a simple expedient to which we are greatly 
indebted to Dr. Joseph Greene, of Asheville, for 
bringing to our attention, is a most effective way 
of controlling oozing. Pain may be relieved and 
the tendency to hemorrhage lessened by making 
a superficial injection of a weak solution of urea 
and quinin into the fossae after the tonsils have 
been excised.* Most patients get through the 
first twenty-four hours after operation more 
comfortably if they are given morphin in mod- 
erate doses as the conditions indicate. 

Anesthesia in Children—When operating 
upon children, ether vapor has proved the most 
serviceable anesthetic in my experience. While 
the patient who is to be operated upon under 
local anesthesia may be allowed a little coffee 
beforehand, all foods and fluids should be with- 
held when ether or other general anesthesia is to 
be used. We seldom use any preliminary anal- 
gesia when the patient is a child. The use of 
general anesthesia increases the danger of the 
inhalation of septic material and, with the cough 
reflex abolished, the chances of setting up con- 
ditions favorable to lung abscesses are enhanced. 
The employment of the Trendelenberg position 
will aid in avoiding this particular danger, and 
I invariably use it in all general anesthesia cases. 
A good suction apparatus is also essential. 


Operation Upon Tuberculous Patients—A 
problem often presented is the removal of ton- 
sils of individuals known to be suffering from 
definite tuberculosis, pulmonary or otherwise. 
The tuberculous patient is just as likely to pre- 
sent surgical conditions unrelated to his systemic 
infection as is the non-tuberculous. He may 
have an inflamed appendix, a gall bladder full 
of stones, or a fractured radius. Very often he 
has infected tonsils, which is a focus of infec- 
tion quite separate from the tuberculous one, 
serving to lower his resistance and lessen his 
chances of recovery. What shall we do for him 
is often a great problem. 

The majority of authorities upon tuberculosis 


*Have discontinued use of quinin and urea since 
paper was written and read. 
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say dogmatically that such patients should not 
undergo operation unless it is frankly a life-sav- 
ing measure. Those who concern themselves 
especially with genito-urinary tuberculosis are 
less conservative; many of them, indeed, regard 
surgery as the only hope in tuberculous lesions 
of the kidney and its related organs. This, how- 
ever, differs somewhat from subjecting a tuber- 
culous patient to tonsillectomy, even when it 
is done under local anesthesia. Yet Scarff and 
Whitby, of the Middlesex Hospital, London, are 
most emphatic in advocating tonsillectomy in 
children with tuberculous adenitis, especially if 
the infecting organism is of the bovine type. 


While they “do not contend that tonsillectomy is a 
preventive of tuberculous adenitis, nor‘ that this forms 
a justification for the operation,” the cases which they 
present would seem to “show that it tends to bring 
about improvement where the glandular condition is 
early, and emphasizes the necessity for tonsillectomy 
in all cases where removal of tuberculous glands in 
the neck is necessary. Without tonsillectomy, a focus 
of infection remains active.” 

Crowe and his co-workers advocate operation on 
“latent” or “apparently arrested” tuberculous cases, in- 
asmuch as the “detrimental effects * * * of acute in- 
fections of the respiratory tract seem to justify any 
operative procedure that will lessen the frequency of 
these acute attacks.” 

Brooks, of the United States Veterans’ Hospital at 
Whipple, Arizona, believes that the psychic effect of 
even a minor surgical procedure may often help the 
patient to make a better and more determined effort to 
get well. He emphasizes the need of making an indi- 
vidual study of each tuberculous subject for operation, 
and favors the use of local anesthesia, with extensive 
nerve block for laparotomies and similar major pro- 
cedures. Newhart, of the Glen Lake Sanatorium, Min- 
neapolis, is one of the few to come out strongly in 
favor of doing tonsillectomies on tuberculous subjects. 
Among 1490 admissions to his institution during a six- 
year period, 122 tonsillectomies have been performed, 
81 on adults under local anesthesia, and 41 on children 
under a general anesthesia. “A painless, speedy, clean 
operation with the minimum amount of traumatism, 
hemorrhage and gagging is always sought * * *. All 
patients are carefully selected by the resident staff as 
to their fitness for the operation, special attention being 
given to temperature and clotting time.” 

According to Maxeiner, “It has been a revelation to 
see how well tuberculous patients endure surgery under 
local anesthesia. * * * In some instances there has been 
actual improvement, due to the enforced rest and the 
fact that any patient can combat one lesion better than 
two.” 


Illustrating my contentions for better pre- 
operative precautions in oto-laryngology, I give 
two brief case reports: 


Mr. S. F. S., age 35, was brought to Columbia Hos- 
pital by his family physician, with the diagnosis of 
infected tonsils. 

His father and mother, five sisters and one brother 
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were all living and in good health. He gave no his- 
tory of tuberculosis, cancer or insanity. 

His general health had been good prior to the present 
illness. He had measles, mumps, whooping cough, in- 
fluenza, typhoid fever, tonsillitis, stomatitis, some cough, 
and, at times, night sweats. His usual weight was 120 
pounds; his weight at that time was 116, and his height 
5 feet 9 inches. He had had no injuries and no oper- 
ations. 

He had had several attacks of tonsillitis in the pre- 
vious three years. ere was one bad attack in Feb- 
ruary, with some fever. He was in bed for a week, 
but had had sore throat several times since. 

Upon examination an undernourished man was seen 
lying in bed. The skin and mucous membranes were 
clear, glands negative, reflexes normal, head, eyes, ears, 
nose and mouth negative. The throat was injected, 
the tonsils infected and adherent. The lungs and heart 
were clear upon auscultation and percussion. The blood 
pressure was 105/55, and the abdomen negative. 


The next morning, with the above clear bill of health 
from the examiner, I operated under local anesthesia. 
He had no unusual disturbances for two weeks, when 
one night he had a marked pulmonary hemorrhage 
which necessitated sanatorium treatment. His physician 
informs me that this man gained weight to 150 pounds 
and lived for two years in fair health. Dissipation, 
plus his infection, caused his death two months ago. 


Case 2.—Mrs. M. S. W., age 24, came to me with 
the diagnosis of infected tonsils. She had had frequent 
sore throat for the preceding year. 

Her family history was essentially negative. 

Her general health had been good prior to the pres- 
ent illness. She had had measles, mumps, influenza and 
malaria, tonsillitis and pharyngitis. At the time she 
had a slight cough and some shortness of breath upon 
exertion. Her appetite was good. She had two chil- 
dren. 

Her usual weight was 110 pounds, and her present 
weight is 110 pounds. Her height was 5 feet 4 inches. 
She had had no injuries and no operations. 

During the preceding year she had frequently had sore 
throat. About three weeks before I saw her she de- 
veloped a cough and, shortly afterward, sore throat. 

General examination showed a well nourished young 
woman. The skin and mucous membranes were clear. 
There were no glandular enlargements. The reflexes 
were normal. The eyes, ears, nose and throat were 
negative. The heart and lungs were clear upon auscul- 
tation and percussion. The blood pressure was 110/60. 
In the abdomen were no masses, tenderness or rigidity. 

May 23, 1927, adeno-tonsillectomy was done under 
warm ether anesthesia. After five days I left for a 
ten-day vacation. On my return I found her with 
fossae unhealed. A physical examination done at this 
time revealed rales in both apices and tubercle bacilli 
were found in the sputum. She has been in a sana- 
torium since that time and is now in a dying condition. 


In conclusion, each operative case should be 
examined with the same thoroughness that a gen- 
eral surgeon employs in his cases. We should, 
at all times, cooperate to the fullest extent in 
doubtful cases with the internist and the pedia- 
trician, remembering that no case is a “preferred 
risk.” If every precaution is taken, and we 
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should have fatalities, which we will all have, 
regardless of every precaution, at times, it is a 
great comfort to know that we have put into 
practice the teachings of the Golden Rule. 
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DISCUBSION (Abstract) 


Dr. Eldred B. Cayce, Nashville, Tenn—The general 
examination should always be made by an internist 
for the best interests of the patient. This is in keeping 
with the spirit of specialization. 

The latest definition of a specialist I heard recently 
was this: “A specialist is one who knows more and 
more about less and less.” 

The essayist dwells on the question of whether to 
do a tonsillectomy on tuberculous patients, a question 
that will always bring on much discussion. I can 
imagine nothing worse for a young adult who has an 
incipient tuberculosis with an increased pulse rate 
than to undergo a tonsillectomy, either local or general. 
After the acute condition is arrested, if repeated attacks 
of tonsillitis occur you are justified in doing a tonsillec- 
tomy. I have seen more than one patient whose life 
I thought was very much shortened as a result of a 
tonsillectomy. There is a certain amount of shock, and 
the restricted intake of fluids, and the effect of a small 
amount of food for several days to a week, seems 
to have a bad effect. 

I agree with the essayist that a tonsillectomy is a 
major operation and should be done in the hospital, 
and the patient should be in the hospital twelve hours 
before the operation. But in private practice, unfor- 
tunately, we have to be swayed to some extent by the 
wishes of the patient. If you insist upon his going to 
the hospital the night before to carry out the ideal ar- 
rangement, a certain number of patients will go to some- 
body who will do the operation on a few minutes’ notice 
in the office. 


For several years I did no surgery in my office, and 
numbers of my patients went to other men who did 
operate upon them where they wanted to be operated 
upon, which was in the office. 

Of course, the expense plays a part. but the fright 
and prejudice against a hospital also play a large part 
in children and in many.adults. 

I shall speak of the pre-operative attention for a 
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local tonsillectomy. Years ago I gave morphin and 
atropin, but later thought the addition of atropin with 
adrenalin was not good, so discontinued the atropin. 
Later I used the method advised by Crile, with scopo- 
lamin, morphin, and atropin, and then followed the 
tonsillectomy with quinin and urea. It was an ideal 
method when it worked, but I nearly lost one patient, 
and became afraid to use the scopolamin. I had two 
patients whose tonsil fossae became a sloughing mass 
after the injection of quinin and urea, so discontinued 
it also. When several drugs are acting, some given 
hypodermically, and an application of cocain is made 
with the injection of novocain, it is difficult to tell what 
is causing the trouble. The fewer the drugs used, the 
better opportunity you have to combat any toxic symp- 
toms that may occur. 

I am now using one of the barbital preparations, 
luminal, giving three grains thirty minutes to an hour 
before operating, which seems to me to work better 
than scopolamin, morphin, and atropin. 

In giving anesthesia to children, if a mouth gag is 
used with a tongue depressor that pulls the tongue 
up and makes pressure towards the hyoid bone, 
the blood that gets into the throat is swallowed rather 
than inspirated. I use a Cullom mouth gag and have 
never seen a lung abscess where the gag was properly 
used. Of course we employ suction. 

I have used the method suggested by Dr. Green to 
control hemorrhages, and there is a certain element of 
danger because you have a friable tissue held with a 
pair of forceps, and if you make much pressure it may 
come off. I have been in constant fear of having the 
larynx blocked off with a foreign body. I have been 
frightened once or twice, and feel that the method is 
safer to use under local than under general anesthesia. 

When you expect to do any intra-nasal surgery and 
a tonsillectomy, unless you do both at the same time, 
always do the tonsillectomy first. There is nothing 
more trying than a tonsillitis complicating the con- 
valescence of a patient. 

It is unfortunate that in private practice we cannot 
carry out in detail an ideal scheme pre-operatively. It 
is of value to keep in mind the safest procedure, and 
to attempt as far as possible to carry that out. 

I feel sure that there is not a man here who has 
not at times, when a patient has gone to the bad, or 
complications have arisen, realized the value of a care- 
ful physical examination. If a complication does occur, 
you have in a way shared the responsibility with the 
internist who has made the physical examination; and 
you have someone to help you out who is especially in- 
terested in the patient. It is not a question then of 
consultation with the family to find out whom they 
want to see the patient with you, and you have no 
decisions to make yourself, as the choice has been made. 

The longer one practises the less is he inclined to 
consider any surgery as minor surgery. Ordinarily, if 
you tell a patient that once a year he needs a general 
physical examination, sick or well, he wiil cooperate 
with you. 

After hearing the two case reports, I wondered if 
an x-ray of the chest of both of those patients would 
not have made the diagnosis of tuberculosis positive. 
It is inconceivable that a case of tuberculosis should 
advance to the point of a hemorrhage in two weeks, 
as in Case 1, and a positive smear and sputum in 
three weeks, as in Case 2. 


Dr. Joseph B. Greene, Asheville, N. C.—I wish to 
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confine my remarks entirely to the pre-operative care 
of the patient for tonsillectomy. We must bear in 
mind that the operative technic is highly important 
as affecting operative complications. 

I would emphasize in the first place the taking of 
a thorough history of the case; especially as to cough, 
temperature, and loss of weight. Should there be any- 
thing suggesting active tuberculosis, then a competent 
internist should be consulted. Unless this examination 
is most thorough, making use of the x-ray of the chest 
in many cases, we are apt to be misled. In my ex- 
perience, a persistent temperature is seldom caused by 
chronically diseased tonsils, and continued pain on 
swallowing should suggest a thorough examination of 
the larynx for a tuberculous lesion. A number of pa- 
tients come to our Section with active tuberculosis of 
the lungs and larynx as well, who have had their 
tonsils removed for pain or hoarseness. I should not 
be too critical of my colleagues who have made this 
error, for I once made the same blunder myself. It is 
our policy in this locality not to remove tonsils in pa- 
tients suffering with active tuberculosis. When called 
upon to perform this operation in cases of great urgency, 
as severe arthritis, a local anesthetic should of course 
be used. This applies to adult tuberculosis. 

In cases of latent tuberculosis of the tonsils and 
adenoids, as seen in children, there is no special con- 
traindication for tonsillectomy. It is desirable to build 
up the general health of these patients as much as pos- 
sible with such measures as exposure to the sun rays, 
adjusted diet, and cod liver oil. This type of latent 
glandular tuberculosis of children presents a very dif- 
ferent type from that of adult tuberculosis previously 
considered. 

There is another.precaution which should be con- 
sidered; that is the taking of the patient’s temperature 
just before operation. It is not only necessary to have 
it taken, but it is equally necessary for the nurse to 
report to the operator a rise of temperature above 
99°. A failure on the part of the nurse to make this 
report to me brought disaster to one of my patients 
during the recent summer. 

In my opinion it is neither necessary nor desirable 
to place patients for local tonsillectomy in the hospital 
the night before operation, provided all necessary exam- 
inations have been made, the patient feels well at the 
time of operation, and has a normal temperature. The 
patient approaches the operation in a calmer frame of 
mind when he has not had the seriousness of the opera- 
tion accentuated by a night spent in hospital sur- 
roundings. 

The patient should not come to the operating room 
until every detail of preparation has been completed. 
Encouragement should be given the patient during the 
operation, thus lessening the nervous anxiety, a prom- 
inent cause of surgical shock. 


Dr. Oscar Wilkinson, Washington, D. C—I agree 
with Dr. Greene about bringing all patients to the 
hospital. Where the patient resides in the city he will 
often rest better the night before if he is permitted to 
stay at home. 

As to preparation, I certainly agree with the essayist. 
Also, every patient who is to be operated upon early 
in the morning should have his temperature taken be- 
fore he is brought to the operating room. 

I do not believe that it is good surgical practice to 
place the tonsil back in the fossa. If the tonsil is 


seriously diseased and requires removal, why put the 
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diseased tonsil back into the wound? Is it not poor 
surgical technic? In the first place, if we have hem- 
orrhage the time to stop it is on the operating table. 
It is immensely easier to throw a ligature over a bleed- 
ing point while the patient is on the table than it is 
later. Then why put the tonsil back and smear up 
the wound with a piece of infected tissue, when your 
duty is evidently to put a ligature over the bleeding 
tonsil? In order to do this I have practically elim- 
inated adrenalin in my tonsil operations. I now use 
only one drop of adrenalin in the whole solution, and 
I often omit it entirely. It enables me to find the 
bleeding points and to throw a loop over them. It is 
very easy to put a loop over a bleeding point if 
you use the technic devised by Coakley, of New York, 
a few years ago. 

The idea of injecting quinin-urea into the back of 
the tonsil I think is also objectionable. Why trauma- 
tize fhe tissue, knowing that the patient recovers more 
rapidly the less the traumatism? 

I should like to ask the essayist if he has any statistics 
showing what percentage of general infection follows 
the operation upon tuberculous children? 

Suspected tuberculous patients demand very careful 
pre-operative examinations. If the temperature is taken 
over several days it will usually locate the tuber- 
culous case. 


Dr. E. H. Cary, Dallas, Texas—I wish to speak of 
only one phase of the subject, pre-operative diagnosis. 
It seems to me that we oto-laryngologists must def- 
initely assume the responsibility for the diagnosis of our 
cases. We should be certain of our own cases. If there 
is a fatality or if something happens to the patient, 
we always find in the final outcome that we cannot get 
under cover, that we are held responsible, particularly 
if we have operated. So I have felt that we must 
change our practice somewhat. We must be more 
certain that we have surrounded the patient with all 
the facilities and with all the mechanical arrangements, 
so that we can assume the responsibility of diagnosis. 

That does not mean that we ought to exclude from 
our service a good internist; it means that we will 
turn more and more to the good internist; but instead 
of being brought in ourselves, we will go out and bring 
in the internist, to work more constantly on our cases 
so that we may know more about the physical condi- 
tion of the patient before we operate. 

The x-ray man many times can be of great service, 
and the cost to the patient should not deter you from 
using him. His fee, although justifiable from his stand- 
point, frequently proves a barrier to his use, for the 
patient may be embarrassed in paying both you and 
the roentgenologist. Under such circumstances, if you 
have an x-ray plant in your own office, the question 
of the expense of one plate is only $3.00, and you more 
consistently have these cases x-rayed because the cost 
amounts to nothing compared to the satisfaction that 
you have in knowing that you have all the information 
that the x-ray man could give you. 

I believe we must change our ideas of the practice 
of medicine. We are no longer the receivers of many 
patients, because the general practitioner and surgeon 
are doing the very things we do. Therefore, we must 
look at our patients as belonging to us and assume all 
the responsibility for them. 


Dr. Homer Dupuy, New Orleans, La.—Acidosis quite 
frequently follows a general anesthesia, especially ether. 
It may prove simply uncomfortable, or may continue 


928 


as a rather serious post-operative complication. We can 
certainly reduce both eventualities by pre-operative ad- 
ministration of alkalies and sugars. Several days before 
contemplated operation I give alkalies and sugars as a 
routine measure. We do this in all our tonsillectomies 
and adenoidectomies with most gratifying results. In 
adults plus the alkalinization, we give morphia grains 
1/4, with scopolamin, grains 1/50, one hour before the 
operation. This gives a twilight-sleep effect, and greatly 
facilitates the first stage of general anesthesia. In this 
age it does seem unpardonable to have a too prolonged 
session of post-operative vomiting, and other serious 
sequels, now attributed to acidosis. 

Dr. Mikell (closing) —A hypodermic of morphin, 
and hyoscin, preliminary to operations on the sinuses 
or tonsils is an ideal combination for local anesthesia. 
Dr. Crile is credited with the statement that hyoscin 
and morphin given before the anesthetic put the pa- 
tient in a neutral state of mind. 

I have used Dr. Greene’s method of controlling tonsil 
bleeding, and it keeps the oozing down to practically nil. 
He very seldom has to use a suture ligature, and 
I have had the same experience, especially in tonsillec- 
tomy upon children. So do not condemn this method 
until you try it out. The infected part of the tonsil 
does not come in contact with the fossa. 

In 1000 cases at the Columbia Children’s Clinic with 
this careful pre-operative work, physical examination, 
history, laboratory tests, blood clot, all made, we have 
had but one case of bronchopneumonia and one case 
of pneumonia, both of which recovered. 

We still think that adults should go into the hospital 
the night before operation. It is not best for them 
to get up in the morning, stir around and raise their 
blood pressure in an effort to get to the hospital on 
time. They go through the operation more comfortably 
if they come in the night before. Children, however, 
may come in the same morning. 


I am sorry I cannot answer Dr. Wilkinson’s question, 


as I have no statistics of that kind. 

I thank Dr. Dupuy for his point about alkalinization. 
We give orange juice just as soon after the operation 
as the patient can retain it. Acidosis is due more to 
purging and dehydrating the patient than to anything 
else. We have practically corrected that by giving milk 
of magnesia the night before and an enema the morn- 
ing of operation. 

I appeal for a greater spirit of cooperation between 
the otolaryngologist, the pediatrician and the internist, 
and would like to cite a case that many probably 
saw in Washington eighteen months ago when taking 
the examination of the Board of Otolaryngology. 

A middle-aged colored man in apparently good phys- 
ical condition was shown who had lost his speaking 
voice for six weeks. The family history was essen- 
tially negative. Choir singing was his avocation. He 
gave a history of syphilis several years previously. He 
had had very slight loss of weight. He seemed very 
well except for hoarseness. The nose and throat were 
essentially negative except for a beefy red right vocal 
cord which was practically immobile; the arytenoids 
were not involved. The temperature and pulse were 
normal. Upon stripping him to his waist I found a well 
nourished man in apparently good physical condition 
with rales in the intrascapular region. His Wassermann 
was negative (reported). We were not given an x-ray 
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report of this man. Was this a case of tuberculosis, 
malignancy, syphilis, mixed infection, or what? 

Upon a visit to the University of North Carolina at 
Chapel Hill once to see a student there, I found over 
his bed the motto: “Lord, help me to be the man others 
think I am.” I should like to paraphase that with: 
“Lord, help us to be the doctors that our patients think 
we are and have a right to expect us to be.” 


RELATION OF THE LABORATORY TO 
THE STANDARD MILK 
CONTROL CODE* 


By T. W. Kemmerer, M.S., M.D.,+ 
Jackson, Miss. 


Under the standard milk control code, milk 
is graded not alone on the laboratory findings, 
as was formerly done, but also on the health of 
the cows, the sanitary condition of the dairy, 
and the health of the personnel. The grades are 
recorded as A, B, C, and D. The sanitary re- 
quirements for Grade A raw milk briefly stated 
are as follows: 

The cows must be tuberculin tested. 


The dairy barn must have at least three square feet 
of window space and five hundred cubic feet of air 
space per stanchion. The floors must be made of con- 
crete or other impervious material and must be kept 
clean. The walls must be kept clean. The cow yard 
must be graded, drained, and kept clean. Manure 
must be removed and stored in such a manner as to 
prevent the breeding of flies therein. 


The milk house or room must be separate from the 
dairy barn. The floors must be of concrete or other 
impervious material. The walls must be finished in 
such a manner as to be easily cleaned. The room must 
be well lighted and ventilated and all openings must 
be screened. It must be kept clean and free from flies. 

Toilets must be of sanitary construction. 

The water supply must be adequate and of a safe 
sanitary quality. 

All utensils must be of such construction as to be 
easily kept clean. They must be cleaned after each 
usage, sterilized by steam or chlorine, and stored in such 
a manner as to prevent contamination. 

At the time of milking the udders must be clean, 
the flanks free from visible dirt, the milkers’ hands 
clean, rinsed with a disinfectant and dried. The cloth- 
ing must be clean, also the milk stool. Each pail of 
milk must be removed immediately to the milk room. 
The milk must be cooled within one hour to 50° F., or 
less, and maintained at or below that temperature 
until delivery, unless it is delivered to a milk plant 
for pasteurization or separation, in which case it must 
be cooled or pasteurized within two hours of the time 
of production. 

Each individual of the personnel must pass a med- 


*Read in Section on Public Health, Southern Med- 
ical Association, Twenty-Second Annual Meeting, 
Asheville, North Carolina, November 12-15, 1928. 
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ical examination by the health officer at least once 
each year. 


The average bacteria count must not exceed 50,000 
per cubic centimeter. 

The sanitary requirements for Grade B raw 
milk are the same as for Grade A, with the ex- 
ception of certain less stringent regulations in 
regard to the dairy barn, and that the cooling 
temperature is changed to 60° F. The average 
bacteria count must not exceed 200,000, or the 
milk must fall in class I if the reductase test is 
used. 

The sanitary requirements for Grade C raw 
milk are less stringent than for Grade B, and 
the average bacteria count must not exceed 
1,000,000, or as an alternative, the milk - must 
be within class II, as determined by the re- 
ductase test. 


Grade D raw milk is milk which does not meet 
the requirements of Grade C and whose average 
bacteria count does not exceed 5,000,000, or 
which falls in class III, as determined by the 
reductase test. 


Grade A pasteurized milk is Grade A or Grade 
B raw milk pasteurized and handled according 
to specified regulations, the average bacteria 
count of which does not exceed 50,000. 

Grade B pasteurized milk is Grade A, B or C 
raw milk pasteurized and handled under slightly 
less stringent regulations than Grade A _pas- 
teurized milk, and the average bacteria count 
of which does not exceed 100,000. 


Grade C pasteurized milk is that which does 
not meet the requirements of Grade B _ pas- 
teurized milk, and the average bacteria count 
of which does not exceed 500,000. 


A more detailed statement would confuse 
rather than clarify the subject as now consid- 
ered. 

The essential point which it is desired to bring 
out in the present discussion is that there are 
various requirements for each grade, and the 
failure to comply with any one of these require- 
ments excludes the milk from that grade. 

For example, to meet the requirements of 
Grade A raw milk there must be at least 500 
cubic feet of air space for each stanchion. If 
all the requirements for Grade A milk were met 
except this one, the milk would fall into Grade B. 
Again, tuberculin testing is required for both 
Grades A and B raw milk. Should all the re- 
quirements for Grade A be met except this one, 
the milk falls into Grade C. 


Milk meeting all the other requirements of 
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Grade A raw milk cannot be so classed unless 
the average bacteria count is under 50,000: 
Grade B under 200,000, Grade C under 1,000,- 
000, or Grade D under 5,000,000. 

The above brief outline of the requirements 
of the code is to call attention to the importance 
of the reliability of each step of the inspection 
and laboratory work. A standard method is laid 
down for each laboratory procedure, as for in- 
stance in making the bacteria count, and unless 
this procedure is followed without the slightest 
deviation, comparable results cannot be obtained 
by different laboratories. Again, if the count is 
not reliable an injustice may be done either to 
the producer or the consumer. Should the lab- 
oratory give an incorrectly high count the dairy 
may be degraded on this single error. On the 
other hand, a correct count which is high in 
comparison with the findings of the inspection 
indicates that something may have been over- 
looked such as the cleanliness of the less readily 
accessible parts of the milking apparatus, or 
there may have been an infection of the udder 
not determinable by inspection. It is sometimes 
extremely difficult to find the defect which de- 
feats to a greater or lesser degree the effort to 
meet the requirements of the ordinance. 

It is surprising how closely the report of the 
inspection and the report of the laboratory par- 
allel each other when the work of both is well 
done. 


The making of the bacteria count would ap- 
pear at first sight to be a rather simple pro- 
cedure. But it is difficult to impress upon tech- 
nicians that each step should be carried out with 
the greatest precision in absolute accordance 
with the standard method; that, regardless of 
personal opinion, the standard method must be 
adhered to since the accepted counts are based 
on results as obtained by use of the standard 
method. The usual error is in making too low 
a count due to faulty lighting of the plate and 
improper use of the magnifying glass, the de- 
tails of which cannot be gone into at the present 
time. 

The standard ordinance requires that milk of 
all grades contain not less than 3.25 per cent of 
butter fat and not less than 8.5 per cent of solids 
not fat. 

The determination of the percentage of but- 
ter fat presents no particular difficulty if the 
proper apparatus is used, makeshifts are not re- 
sorted to, and reasonable care is exercised. 


The accurate determination of solids not fat 


: 
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presents more difficulties. The routine deter- 
mination of solids not fat is by the use of a 
formula based on the per cent of butter fat and 
the specific gravity of the milk. Small devia- 
tions in the percentage of butter fat are of 
slight significance. But small errors in the read- 
ing of the lactometer will result in a relatively 
large error in the determination of solids not fat 
by formula. And here we meet with two difficul- 
ties: the lactometers generally used are not suf- 
ficiently accurate and not calibrated in small 
enough units, and it is difficult to read a lac- 
tometer accurately. The error in the lactometer 
reading should not be more than plus or minus 
0.5 ef a point in the third decimal place. The 
reading of the lactometer should be recorded to 
the fourth decimal place, and the correction for 
tempertaure should be made also to the fourth 
decimal place. 


The importance of the solids not fat has not 
been sufficiently recognized. Too much emphasis 
has been placed on butter fat, especially since 
milk is paid for by creameries and pasteurizing 
plants according to the amount of butter fat 
per pound of milk. The solids not fat are of 
as much importance to the consumer of milk 
as the butter fat. 


It is not uncommon for the producer selling 
to a pasteurizing plant to believe that he is not 
credited with the full percentage of butter fat 
and paid accordingly, and it is known that some- 
times water is added to the milk to increase the 
quantity to make up for the low percentage of 
butter fat credited. Although the consumer may 
get his just amount of butter fat, he does not 
get his just amount of solids not fat. 

There is some reason to believe that the re- 
ductase test may give a more accurate index 
of the sanitary condition of the milk than does 
the bacteria count. But more work must be 
done on the problem before this can be stated 
definitely. The reductase test requires less skill 
than does the bacteria count, and is less time- 
consuming. 

The adoption of the standard milk ordinance 
necessitates that the laboratory work be done lo- 
cally. Frequently there is not enough other lab- 
oratory work to justify the establishment of a 
laboratory with a highly qualified and high sal- 
aried personnel, and frequently it is difficult to 
find technicians for the smaller laboratories, who 
can and will do the work accurately, at the 
salaries which can be paid. 
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SUMMARY 


(1) Attention is called to the fact that the 
grading of milk under the standard milk control 
code is based on a number of requirements, fail- 
ure to meet any one of which may lower the 
grade of the milk, although all other factors may 
place it in a higher grade. 


(2) Because of this an incorrect bacteria 
count by the laboratory may negative all the 
work of the inspector and do an injustice to the 
producer or consumer. 


(3) Although the bacteria count is a relatively 
simple laboratory procedure, to be accurate it 
must be carried out with the greatest precision. 
The importance of this cannot be emphasized 
too strongly. 


(4) The determination of butter fat presents 
no particular difficulties, but it must be made 
accurately. 


(5) The determination of solids not fat as 
carried out at the present time is not entirely 
satisfactory due to the difficulty of obtaining 
suitable lactometers and the difficulty of reading 
them accurately. 


DISCUSSION (Abstract) 


Dr. William Litterer, Nashville, Tenn —Although the 
standard may not be ideal in every particular, we must 
stick strictly to the standard code. 


Suppose you fail to give the tuberculin test; then 
such an infraction should throw the milk to a lower 
grade and rightly so. Conforming to a strict standard 
is especially necessary in laboratory technic of milk 
analysis. Just as an illustration: the standard test says 
to shake the diluted milk twenty-five times in about 
seven seconds. This may sound foolish, but if you 
shake the same milk 200 or 300 times you will get a 
very much higher bacterial count. So therefore let us 
stick to a standard technic. 


There is a real problem in the future for the director 
of any state laboratory. Many small towns are estab- 
lishing the standard milk ordinance. Some of these 
towns are too far removed from a well established 
laboratory to make a satisfactory milk analysis. The 
analysis must be made somewhere in the town. The 
real problem is to obtain competent technicians or bac- 
teriologists to do the work. Many have the impression 
that a clerk assistant or stenographer can make a sat- 
isfactory milk analysis, and at the same time do other 
duties in the office. I grant you that almost any one 
can make a satisfactory milk analysis if properly trained. 
But no one can make a satisfactory analysis of milk 
if there are interruptions during the time the analysis 
is being conducted. Answering phone calls and doing 
other duties in the office can be done only after the 


? 
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completion of the analysis. My program for the future 
in dealing with the clerk-technician of small towns is 
first to pass upon his capability and then to have a 
distinct understanding with the management that the 
clerk-technician is to give first consideration to the 
analysis of milk, and that no interruptions shall take 
place during the analysis. 


Dr. W. A. Claxton, Miami, Fla—I think the ordinance 
is most valuable in virgin soil; that is, where you have 
had no ordinance before, especially in small towns, and 
in large towns where an efficient health department has 
had control. 


It is a little too complicated, inasmuch as you have 
too many grades of milk. I think milk should be 
suitable for consumption in a raw or pasteurized state, 
and if milk is not suitable to be consumed raw it should 
be pasteurized, and if it is not suitable to be used 
pasteurized, why it can be used for cooking. 
makes your three grades, and either two or three grades 
is certainly enough. 

The question of laboratory control also is rather a 
difficult one, because Dr. Litterer says that you will have 
to maintain laboratories in close proximity to pro- 
duction. 


Dr. C. W. Garrison, Little Rock, Ark—If I under- 
stand Dr. Litterer’s comments, an examination of the 
milk in the laboratory reveals a higher count than is 
permissible under the ordinance, which immediately 
places the dairy in Grade D. Under the standard ordi- 
nance this laboratory finding is simply a check or warn- 
ing and the sanitary inspector should make a re-inspec- 
tion and collect subsequent specimens for laboratory 
examination. If the second specimens show the re- 
quired count the dairy is not reduced to D Grade if it 
meets other requirements. 


One splendid feature of the ordinance is that it takes 
the dairyman into the confidence of the inspector or 
control agent and gives him an opportunity to co- 
operate under instruction. 


We all recognize the value of a laboratory as a con- 
trol agent, but the laboratory findings alone in my 
judgment play a subordinate role and proper sanitary 
inspection is of much greater importance. The lab- 
oratory, however, is a major factor in milk control. 


In my judgment, the standard ordinance should not 
be passed or made effective anywhere unless there is 
machinery to administer it properly. 


Dr. Roy K. Flannagan, Richmond, Va.—The standard 
ordinance fully takes into consideration all sides of 
the question. The producer, the distributor and the 
consumer are treated fairly, while a safe milk is being 
insured. Those administrators of public health who 
have attempted to thrust a milk ordinance on an un- 
prepared set of dairymen or community have received 
some severe bumps. In setting up the ordinance the 
idea (emphasized by Dr. Garrison) is always to take 
the dairymen into one’s confidence first. They are pro- 
ducing the milk, a necessity, and they must produce 
milk if the babies are to be supplied milk; clean milk, 


if possible, but certainly milk. A considerable propor- 
tion of babies live even when they drink dirty milk. 
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Therefore an ordinance must be framed to encourage, 
not discourage, the production of milk. In inspecting 
the dairies of our towns and cities where milk ordinances 
were already in existence, we found at several places 
(one place in particular where there was a rigid ordi- 
nance) splendidly administered inspection systems and 
a fine, high grade milk distributed, but the children of 
those communities were drinking canned milk because 
milk was too high in price. The city in each case 
had inspected many dairymen out of business and the 
children were the sufferers. 


This standard ordinance is a practical scheme for 
bringing the dairymen into cooperation with the public 
health idea, to show them clearly what the public 
health people are trying to do; not to run them out of 
business, but to stabilize and dignify the industry. 


The standard ordinance is worth careful study for, 
I fancy, it represents more concentrated thought and 
more earnest work in trying to balance the commercial 
side with the health side and give safe milk than any 
other milk ordinance ever devised. If your city has a 
good ordinance, providing a safe, abundant supply of 
milk at reasonable cost, you may not be vitally inter- 
ested, but if it has not you cannot do better than to 
put the standard ordinance into effect. 


Dr. A. T. McCormack, Louisville, Ky—In Louisville 
we passed the standard ordinance, and due to a political 
flare-up it was necessary to repeal it. Our largest milk 
distributors have now voluntarily accepted the stand- 
ards of the ordinance, and they are enforcing it under 
state legislation voluntarily. It has reduced the price 
of milk. Milk distributors have stopped paying for 
their milk on the butter-fat basis, and are paying on 
the standard ordinance basis. Everything in Louisville 
will soon be doing this. It has been most gratifying. 


Another little scheme we have adopted has been to 
change the name of our inspectors to “instructors.” It 
changes the whole attitude of the fellow doing the work. 
He is going out to show how to produce clean milk, 
not to tell dairymen that they are producing dirty 
milk. It changes his and their psychology. No man 
likes to be told he is dirty, particularly if he is! 


Dr. Kemmerer (closing).—The ordinance may appear 
very complicated on first reading, but actually in prac- 
tice it is not. 

The ordinance does not dictate what grades of milk 
shall be produced. It requires only that the milk be 
properly labeled according to grade. The consumer is 
free to choose any grade he prefers. If there is no 
difference in price, obviously only Grade A will be 
chosen. This will stimulate the production of Grade A 
milk, which is the ultimate object of the ordinance. 


It was not the intent to convey the idea that a dairy 
can be graded by a single high count. In each grading 
period there are four examinations of the milk from each 
dairy, and the logarithms of the four bacteria counts 
are averaged. The averaging of the logarithms instead 
of the original counts gives a more representative index, 
should a single large deviation occur. In case the dairy- 
man does not meet the requirements for the grade = 
sired, he is given a chance to be regraded. 


F 
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THERAPEUTIC RESULTS IN PSORIASIS* 


. By Henry H. Hazen, M.D., 
Washington, D. C. 


Psoriasis is a common disease, chronic, and 
difficult to handle. This paper is a review of 
167 consecutive private patients, 80 of whom 
were treated for a considerable length of time, 
and whose later condition is known. 


Psoriasis is distinctly a disease of moods; 
there are frequent periods of remission or ex- 
acerbation without known cause. In many in- 
dividuals the disease has a distinct seasonal in- 
cidence. In attempting to evaluate any type of 
treatment these facts must be taken into con- 
sideration. 


X-ray Treatment of the Lesions—A total of 
60 patients received x-ray treatments. Twenty 
of these had a few treatments as an accessory 
to courses of some other form of therapy, with 
the sole idea of starting resolution in stubborn 
patches. Of these 60 cases 15 were completely 
healed by the x-ray and 30 were remarkably 
improved. Twelve patients were unaffected and 
three were probably made worse. The last three 
deserve special consideration. In two instances 
patients with scattered lesions of psoriasis sud- 
denly developed distinct aggravation of the dis- 
ease after three or four treaments, and in all 
instances no form of therapy had the slightest 
effect. Both of these patients gave a very def- 
inite history of a similar experience following 
previous x-ray treatments and both denied that 
such an aggravation ever occurred under treat- 
ment except as a result of x-ray. In the third 
instance, a patient who was slowly recovering 
under ointment and non-specific protein therapy 
stopped all improvement as soon as x-ray was 
begun, and gradually developed more and more 
spots, which steadfastly resisted all treatments. 
This is the class of case which leads some ob- 
servers to believe that it is possible by the use 
of the roentgen ray to “fix” the eruption of 
psoriasis. 

One case of generalized psoriasis was cleared 
by the use of x-ray, although x-ray failed 
in two similar cases. In a number of indi- 
viduals the results were remarkable. In two 
patients the eruption completely disappeared 
after one treatment. At this point it may be 
remarked that all patients received uniform dos- 


*Read in Section on Dermatology and Syphilology, 
Southern Medical Association, Twenty-Second Annual 
Meeting, Asheville, North Carolina, November 12-15, 
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age, namely, one-fourth of an epilating dose, un- 
filtered, at weekly intervals. The skin distance 
varied from 9 to 18 inches. 


The x-ray is usually conceded to be the most 
effective form of therapy that we have at our 
disposal, but its dangers are becoming more and 
more manifest. Patients with psoriasis who 
have shown improvement may go the rounds of 
physicians until they receive what they con- 
sider to be the proper number of treatments. 
Sooner or later such a procedure ends in disaster, 
telangiectasis and atrophy. Two of my patients 
had such experiences. At the present time when 
the unsympathetic attitude of jurors and even 
judges is apparent in the case of any markings 


-from the x-ray, all physicians feel that treat- 


ments must first be considered from a standpoint 
of what is safe for the physician. In other 
words, no man practising roentgen therapy dares 
use his best judgment for the benefit of the pa- 
tient. He must first think of his family and of 
himself, and hold the radiation to a minimum. 
Not more than three x-ray treatments a year 
should be given to any psoriatic patient, unless 
the physician wishes to invite trouble. Under 
no circumstances should an erythema dose be 
given. It is advisable not to administer over 
one-fourth of a unit dose. We are beginning 
to learn that skin damage may result from too 
many treatments, even though an erythema dose 
is never produced. Certainly a total dosage of 
four units is as much as should ever be admin- 
istered to one person, even through a period of 
years. Psoriasis which does not improve mark- 
edly after two treatments with the x-ray is not 
apt to improve with more. In such cases other 
treatment should be substituted. 


X-ray of the Thymus.—Brock, the Foerster 
brothers, and a number of other observers rec- 
ommend heavily filtered radiation over the thy- 
mus gland. This method of treatment has been 
tried in ten cases, two of whom were benefited, 
seven were unaffected, and one became much 
worse. In all instances the technic used was 
that recommended by the Foersters. In no in- 
stance did telangiectasia result. 


Ultra-Violet Ray.—An air-cooled ultra-violet 
ray was used on twenty-two patients. In ten 
instances the results were excellent. In eight 
instances there was no effect whatsoever, and 
in the other four the results were doubtful. The 
air-cooled violet ray lamp appears to offer the 
best chance in the treatment of psoriasis of the 
scalp. In several instances it has caused the 


prompt disappearance of lesions in this vicinity. 
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The small water-cooled lamp was used on nine 
patients. Two were somewhat benefited, and 
seven were not helped in the least. 


It should always be remembered that the 
ultra-violet ray may produce a severe derma- 
titis and this should be avoided. It seems pos- 
sible that psoriasis might develop in blisters 
caused by a severe burn. This phenomenon of 
a further spread of psoriatic lesions has been 
observed in blisters caused by the sun. 


Ointments.—Chrysarobin was given a fair trial 
in nine cases. Two patients had rather a spec- 
tacular healing of all lesions. In one instance 
the patient has remained well for two years. 

Chrysarobin is objectionable because it is 
dirty and irritating. Like many others, I have 
a distinct impression that the drug of today is 
not so effective as it was some twenty years ago. 
No doubt the benefits could have been increased 
had patients gone to a hospital and employed 
the services of an expert masseur. Various 
other ointments were given a fair trial. Appar- 
ently the combination of salicylic acid and am- 
moniated mercury has the effect of the other if 
it is well rubbed in. In two of twenty attempts 
all lesions were healed by these drugs. 


Diet.—There still are those who believe that 
a low protein diet will cure or benefit psoriasis. 
Two of my patients, both with severe types of 
the disease, were total vegetarians, and two 
others had suffered from a rice diet for a long 
period of time. The reported benefits from diet 
have been largely among patients who were in 
the hospital, and it is more than possible that 
the change in environment may have been much 
more responsible than the low protein diet. 


Auto-Serum and Whole Blood Injections.— 
Auto-serum therapy was employed in seven cases, 
all of which were of more than average severity. 
In no instance was there any great benefit. In 
four instances whole blood injections were made 
and in only one of these could the results be 
described as good. It should be remarked that 
neither type of injection resulted in either fever 
or any evidence of protein shock. 


Vaccines.—Another form of non-specific pro- 
tein therapy is the intramuscular or intravenous 
use of killed cultures of various bacteria. Auto- 


genous vaccines have proven a dismal failure and 
staphylococcus, streptococcus or colon bacillus 
vaccines have likewise been of no particular aid. 
In two of twelve psoriatics there was some im- 
provement under the use of one of these vac- 
cines. 
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Typhoid, combined with paratyphoid, has 
been employed intramuscularly in ten cases. In 
six instances results were extremely good and in 
four they were poor. Apparently the vaccine 
is of no value unless it produces a febrile re- 
action. 

In intractable instances the vaccine has been 
used intravenously, starting with a dose between 
twenty-five and fifty million. In almost all in- 
stances there has been a shock reaction, with 
nausea, vomiting, headache, and joint pains and 
fever. This reaction may follow within one hour 
after injection. The results were excellent in 
five cases and doubtful in two. One patient who 
had suffered from universal psoriasis for nearly 
two years was completely cured by two intra- 
venous injections. 

Intravenous typhoid injections are always un- 
pleasant and even distressing. They should 
never be undertaken unless the individual or 
his family are fully informed of the possible 
sequelae. 


Arsenic.—Arsenic in the form of Fowler’s so- 
lution or cacodylate of soda was used in six pa- 
tients. In two instances there was reason to be- 
lieve that some betterment occurred. 


Combined Treatments.—In a number of se- 
vere cases combined x-ray, ultra-violet ray, and 
either intramuscular or intravenous injections 
have been used. Of thirteen severe cases six 
were much improved or cured and seven were 
unaffected. 


Length of Remissions—The question of the 
length of remission produced by various types 
of treatments is important. There are a number 
of freak cases in which the x-ray has produced 
a remission lasting as long as ten years and 
several cases in which it extended over two 
years. However, the average time is but six 
months. 

The two cases which were much helped by 
arsenic remained free or relatively free of psoria- 
sis for about one year. The cases treated by 
non-specific protein therapy have averaged over 
one year. This seems a distinct score in favor 
of the latter procedure. 


Generalized Psoriasis—Cases of generalized 
psoriasis are notoriously difficult to handle. In 
this series of cases there were three patients. 
One was fortunate enough to recover after two 
x-ray treatments. Another was unaffected by 
any form of therapy mentioned in this article, 
although all were diligently employed. A third 
case was resistant to diet, x-ray, ultra-violet 
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ray, numerous ointments, auto-serum therapy, 
whole blood injections, and intramuscular in- 
jections of staphylococci and intramuscular 
typhoid combined with paratyphoid. The first 
intravenous injection of combined typhoid vac- 
cine resulted in a very slight rise of tempera- 
ture marked by general malaise. The result 
upon the skin was beneficial and a second in- 
jection, which gave a sharp febrile disturbance, 
resulted in a spectacular cure, although the con- 
dition had already existed over two years. 


Psoriasis of the Scalp—Psoriasis of the scalp 
is difficult to manage. In this series of cases 
the scalp was involved in twenty-three instances. 
The ultra-violet light was useful in only eight 
of twenty-one instances in which it was em- 
ployed. The x-ray used in 1/6 to 1/8 unit 
dosages in weekly intervals greatly benefited five 
of eight cases, but in all the results were only 
temporary. Strong ammoniated mercury oint- 
ment or a combination of ammoniated mercury 
with salicylic acid gave no better results. Only 
two of ten patients thus treated showed any real 
benefit. The typhoid injections, either intra- 
venous or intramuscular, caused marked im- 
provement in three of six patients. The dosage 
of x-ray to the scalp must always be light both 
in each individual dose and in the total dosage 
for some patients with psoriasis already have a 
certain amount of alopecia and it takes but a 
comparatively small amount of x-ray to cause 
more. 


CONCLUSIONS 


Since psoriasis is a disease which shows spon- 
taneous remissions, one must be extremely care- 
ful about drawing deductions from improve- 
ment of cases. However, when only the spots 
which have been treated with x-ray, ultra-violet 
light, or some ointment, improve, one can prob- 
ably conclude that the treatment is responsible. 
Two methods of treatment stand out as being 
particularly efficacious. One is the x-ray and 
the other is the intravenous injection of typhoid 
vaccine. 


Both of these have their advantages and dis- 
advantages. It would seem wise to start treat- 
ments in the mild cases with the alpine light or 
an ointment, and to reserve the use of the ty- 
phoid vaccine for severe or intractable cases. 
The x-ray should be used as sparingly as pos- 
sible. There is no particular occasion to em- 
ploy radium in the treatment of this disease, 
since the patches are always scattered and 
numerous. 
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DISCUSSION (Abstract) 


Dr. George M. MacKee, New York, N. Y.—I have 
been requested to discuss, particularly, the use of the 
x-ray in psoriasis. This agent is contra-indicated when 
new lesions are constantly developing, or exacerbations 
are frequent, or when the eruption does not entirely 
disappear as a result of a maximum of six fractional 
treatments. The x-ray is very useful for the purpose 
of gaining control of a widespread eruption, after which 
ultra-violet radiation combined with ointments is used 
to retain control. 

Keeping these contra-indications in mind, I do not 
hesitate to apply x-rays to the scalp, either to individual 
lesions or to the entire scalp, using the Kienbock-Adam- 
son fire-exposure method. Here the dose is one-eighth 
skin unit, unfiltered, once weekly, the maximum number 
of treatments being four. Also with these interdictions 
in mind, I think that x-rays constitute the method of 
election for psoriasis of the nails. 

Before applying x-rays to the scrotum it is advisable 
to examine the semen, because unrecognized sterility 
may lead to medico-legal complications. A second ex- 
amination should be made before a second course of 
treatment is given. Naturally, each course ‘should be 
limited to four fractional treatments. The courses 
must be many months apart. The testes should be 
forced into the inguinal canal during treatment, and 
protected with lead. 

Grenz rays (x-rays of about two angstrom units) are 
not so effective as are the ordinary x-rays of shorter 
wave length, but they are especially indicated on the 
scalp, eyelids and scrotum because of their compar- 
atively slight penetration. 

Irradiation of the region of the thymus with filtered 
x-rays sometimes gives spectacular results. On the 
whole the method has been a disappointment in my 
hands. 

General medical measures should not be neglected 
in the management of psoriasis. Severe and stubborn 
cases can often be handled successfully with rest, diet, 
removal of focal infections, and attention to the kidneys, 
heart, and gastro-intestinal canal, when these organs 
are not functioning properly. 

Ultra-violet radiation, either heliotherapy or irradia- 
tion by means of a quartz or arc lamp, is very useful. 
The radiation should be applied daily to the entire 
body for several months if necessary, and the treat- 
ment should be under the supervision of a physician, 
preferably a dermatologist. Erythema doses should 
be avoided. I agree with Dr. Hazen that with this 
treatment, when properly administered, remissions are 
likely to be of longer duration than with any other 
method. 


Dr. J. L. Kirby-Smith, Jacksonville, Fla—In my 
State the detail men for the x-ray manufacturing com- 
panies have placed machines at every conceivable med- 
ical center, and as a result there is much indiscriminate, 
inaccurate x-ray treatment of skin diseases. 

Psoriasis patients come to Florida with great fre- 
quency, having been advised that our sunlight is of 
benefit to their affliction. From what I have seen, these 
chronic cases should be particularly advised not to have 
further x-ray treatment, since permanent damage of the 
skin is liable to result. It is seldom advisable to treat 
patients with x-ray when they have been treated by 
others, unless you know the exact amount of radiation 
that the patient has already had. 
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Dr. J. R. Allison, Columbia, S. C—I should like to 
call attention to the method of treatment that I ad- 
vocated yesterday which applies to psoriasis, and, that 
is, the use of the colorless distillate of tar in combina- 
tion with quartz light. You will find this method 
efficacious in the treatment of psoriasis, especially in 
those cases where you desire to use quartz light. 


Dr. E. S. Lain, Oklahoma City, Okla—I should 
like to ask Dr. Hazen if he attributes his results with 
vaccines to local stimulation and resolution, or to 
anaphylactic shock. If it is the latter, then we are 
as much in the dark as we ever were regarding protein 
therapy. 


Dr. Hazen (closing).—I believe that it is a great deal 
safer not to use the x-ray, except under extreme provo- 
cation, on the scalp, and possibly only after consulta- 
tion at that. : 

Dr. Kirby-Smith brought out an important point, 
that it is advisable not to treat patients with the 
x-rays when they have been treated by others, unless 
we know exactly what the other man did. 

Any protein shock, or anything which produces a 
profound shake-up in the patient will make a change 
in the psoriasis. It will get either better or worse. 
I have seen patients get better after a nervous shock, 
and occasionally one gets worse. I believe that any 
type of shock therapy, surgical operation, or what not, 
may change the course of the disease in one way or 
another. 


SEBORRHEIC DERMATITIS OF THE 
SCALP* 


By Tuomas W. Murrett, M.D., 
Richmond, Va. 


Our Secretary has asked for our pet individual 
treatment. This was taken to mean some pro- 
cedure which we constantly use with satisfac- 
tory results which is not found in the text books. 
I have chosen seborrheic dermatitis of the scalp, 
having in mind that form which simulates psori- 
asis in appearance, with the disagreeable con- 
comitants of intense itching and formication. 
This is no pleasant syndrome and with the highly 
nervous and temperamental patient may consti- 
tute a situation where prompt relief gains both 
friendship and reputation. 

Walker, of Edinburgh, many years ago con- 
tended that psoriasis is only an extremely dry 
form of seborrhea, and when neorobin was pro- 
duced by the dermatological research group of 
Philadelphia and found applicable to psoriasis 


*Read in Section on Dermatology and Syphilology, 
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of the scalp, where chrysorobin is normally in- 
terdicted, its use with seborrhea of the same 
location was a natural step. Neorobin is a prod- 
uct of chrysarobin and is a highly oxidizable 
drug. It is quickly oxidized in an animal or 
vegetable fat, and for this reason must be pre- 
scribed in a mineral grease base. Further, it 
deteriorates rapidly in an open container and 
must therefore be dispensed in a collapsible tube. 

The formula usually used is that recommended 
by Schamberg: 


Neorobin Grains 1-2 
Ammoniated Grains 15 
Paraffin Drams 1 


Shampooing is a necessity in these cases and 
the soap used is a German soap containing: 


Salicylic acid 3% 
3% 
Sulphur 10% 


After a preliminary greasing and cleansing of 
the scalp the following routine is instituted: 

Every other day the salve is rubbed into the 
scalp and on the alternate days there is a sham- 
poo with this soap. Because the salve is fairly 
expensive and because lavish use is unnecessary, 
the patient is directed to squeeze out of the tube 
a small amount on to a hot plate. This allows 
the patient to apply it as a grease film and to 
some extent to keep it off the hair. Incidentally, 
it is almost impossible for a patient to do this 
for himself, and these instructions, when pos- 
sible, are best made to some other member of the 
family who is, in a sense, made the nurse in 
charge of the case. 

This ointment is a heavy grease and does not 
wash out easily. While under treatment the 
fair one has to bid good-bye to fluffiness and 
permanent waves, though the bobbed-haired 
clientele suffers less in this regard than those 
who maintain Nature’s length. However, the 
effect of the treatment is so striking that these 
temporary objections are borne with equanimity. 
The relief from the sensation of crawling things 
is so desirable that it is the woman who has 
been through the folly and the fakery of the 
beauty parlor who is most enthusiastic. It is 
my custom, after two weeks, to let the treatment 
fade out 50 per cent per week for two weeks 
and then, after a rest from treatment for two 
weeks, examination is made to see if any repeti- 
tion is necessary. 
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In carrying out this routine we are using five 
drugs normally advocated in seborrhea: 

Neorobin, ammoniated mercury, salicylic acid, resor- 
cinol, sulphur, 
and if shot-gunning be therapeutic treason, then 
the only possible verdict is to be shot at sun- 
rise. The extenuating plea is, it works. Nay, 
more, it works so satisfactorily as to come under 
the classification of a pet treatment. 


17 East Grace Street 


DISCUSSION (Abstract) 


Dr. Lloyd W. Ketron, Baltimore, Md—I cannot say 
anything about the use of Dr. Murrell’s preparation, 
because I have never tried it. My old standby for 
seborrheic dermatitis of the scalp is sulphur. I fre- 
quently combine it with very minute x-ray doses, which 
will very much shorten the time of treatment. I believe 
that small doses of x-ray can be combined with sulphur 
ointment with perfect safety on the scalp. 

I should like to ask what the soap is thac Dr. Mur- 
rell refers to. 


Dr. Cosby Swanson, Atlanta, Ga.—Several years ago 
my attention was called to the use of neorobin in the 
treatment of psoriasis of the scalp, and since that time 
I have used it on a large number of cases, combining 
it with ammoniated mercury. I find it a very valu- 
able drug in the treatment of this condition. I have 
also used it in the dry, scaly, chronic type of sebor- 
rheic dermatitis of the scalp and in some cases the 
results were more satisfactory than from the use of 
sulphur-resorcin ointment. The advantages of neorobin 
over chrysarobin are that it is less irritating and does 
not stain the skin. The main objections to neorobin 
are the cost and the deterioration of the drug. 

Dr. E. P. McGavock, Richmond, Va—lI think tar is 
an excellent remedy for dermatitis of the scalp. It is 
one of the most reliable remedies for psoriasis of all 
types. Objections to its use on the scalp are that it 
may stain light hair, and the odor is objectionable to 
some people. 

There is a German preparation, carboneol, which is 
very reliable in some cases. Crude coal tar, oil of 
cade, liquor carbonis detergens, and other tar prepara- 
tions are very useful applications. 

Dr. F. J. Eichenlaub, Washington, D. C—Dr. Mur- 
rell did not mention in using’ neorobin the necessity 
for warning the patient of its irritating qualities. It 
may cause a serious dermatitis of the face, and if it 
gets into the eyes may cause a severe conjunctivitis. 


Dr. C. O. King, Birmingham, Ala.—I would like to 
agree with Dr. McGavock in regard to the use of tar 
for seborrheic dermatitis of the scalp. 

We have a preparation made by boiling down liquor 
carbonis detergens to a solid extract. This extract, 
from 2 to 5 per cent, is combined with 2 per cent 
precipitated sulphur and 2 per cent salicylic acid in a 
vegetable lard base, and applied to the scalp for two 
successive nights. The scalp is then washed with a good 
tar soap. This treatment should be repeated each week. 
I have obtained good results by this method. 
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TREATMENT OF ECZEMA IN INFANTS*# 


By Harry M. Rostnson, M.D., 
Baltimore, Md. 


The problem of the treatment of eczema and 
allied toxic dermatoses in infants, has always 
been a trying one. Numerous mechanical re- 
straining measures' and local anti-pruritic and 
stimulating applications? have been used with 
varying degrees of success, but rarely with com- 
plete, so-called, permanent cure. Usually poor 
results are encountered (MacKenna*) (Sutton*) 
from purely local treatment, and relapses are 
frequent. The fundamental rule regarding the 
treatment of most conditions and certainly of 
eczema is to detect the cause or causes, and re- 
move them. Rarely does any amount of ex- 
ternal application cure match-box dermatitis’ or 
dermatitis from buckwheat ingestion® until the 
cause is discovered, and contact prevented. Un- 
fortunately, the problem of infant eczema is 
somewhat more complicated. 

The majority of infants with eczema are not 
breast fed, but receive modified cow’s milk, and 
the eczema usually appears after the institution 
of a diet of cow’s milk. C. J. White,® following 
the work of Towle and Talbot‘ on the examina- 
tion of fecal matter in infant eczema, came to 
the conclusion that when fats and starches were 
not present in the feces the sensitization factor 
was either milk or egg: and Blackfan® found by 
cutaneous and intra-cutaneous tests in twenty- 
two children out of twenty-seven with eczema, 
that all were sensitized to one or more proteins, 
and most of them to cow’s milk. Only two were 
sensitive to breast milk. It has been reported® 
that in certain patients breast milk is notably 
deficient in fats. Codliver oil is used to sup- 
plement it. Baker,’ doing sensitization tests on 
seventy-six infants, found four positive and one 
doubtful reaction to casein and lactalbumin. 
Hazen! observed that the causes of eczema 
in infants were often milk and egg sensitization. 
Ormsby”? claims that the most frequent allergins 
in infants are cow’s milk and eggs. 

With Pusey" and others I was early impressed 
with the fact that most of the children brought 
to the clinic or office suffering with eczema were 
receiving only cow’s milk as a substitute for 
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breast feedings. In a few of these, juggling such 
adjuncts as milk sugar or excess fats brought 
relief, but there were children with eczema who 
did not improve by this treatment, nor even if 
dried milk products were substituted. Once milk 
is proved to be the cause of the eczema the work 
before us is to eliminate milk from the dietary 
entirely, and yet sustain the patient’s health. 


McCollum and Simmonds,}* Mellanby!** and 
others have reported that codliver oil is superior 
to butter fat in preventing rickets and in induc- 
ing calcification of bones. Shipley’* found that 
1 per cent codliver oil was superior to 20 per 
cent butter fat in inducing growth and well- 
being in animals. In 1916 McCollum, Sim- 
monds, and Pilz induced in rats normal growth 
and reproduction on a monotonous diet of maize 
50 per cent, dry alfalfa leaves 30 per cent, and 
cooked or dried peas 20 per cent,!*© so that, ap- 
parently, certain combinations of vegetables and 
grains are sufficient to nurture young animals. 
Since several mothers were not willing to have 
their infants endure the eczema until the con- 
dition was outgrown, or until they were older, 
I decided to attempt feeding these children with 
a milk-free diet of vegetables and cereals forti- 
fied by codliver oil. 


By history, primarily, supplemented by the 
cutaneous tests, I determined whether the child 
was sensitive to milk or to external irritants. 
I found that sensitization tests were not always 
reliable. Our findings agreed with Cauper 
(quoted by Ormsby!”) that a positive cutaneous 
test did not always indicate the cause of infan- 
tile eczema. For those children who received 
other food than milk, skin tests were used. In 
only one of those who received milk alone was 
a skin test done, and that was positive to milk. 
As a rule, a diet diary, giving in detail the feed- 
ings of the child, was requested. In all cases 
external factors such as soaps, talcum powders, 
and clothes were investigated before they were 
passed by as negative factors. This paper is 
based upon results of treatment of one case of 
urticaria pigmentosum and ten cases of eczema. 


MILK-FREE DIET 


About four years ago, at the instance of a 
very urgent parent, we decided to attempt a diet 
without milk. Another physician had informed 
the child’s mother that cow’s milk was the cause 
of the eczema, but that since the child was only 
eight months old nothing could be done about it. 
Various artificial milk products were substituted, 
such as condensed milk, Dryco, and Mellin’s 
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Food, without beneficial effect. I informed the 
mother of the procedure about to be attempted, 
and enlisted her cooperation. As I had often 
seen children from six to ten months of age at 
the dinner table eating and apparently tolerat- 
ing bread, broth, peas, tomatoes and other foods, 
we!® decided to try a mixed diet upon the child, 
with codliver oil as an adjunct. Within the first 
year we had formulated a diet list which ap- 
peared to be easily digested and tolerated. By 
fecal examination, and the noting of relapses, 
individual articles of sensitization were elim- 
inated. Following is our routine diet list: 


Lamb and beef broth cocked with barley or rice. 
Broth to be thickened with flour, and croutons used 
always. 

Cereals: Corn meal, Quaker oats, cream of wheat 
or farina, rice, barley, hominy. All cereals to be 
cooked three hours and put through sieve. 


Vegetable purees: Tomatoes, spinach, carrots, peas, 
lima beans (fresh or dried). 

Grain: Potatoes (white or sweet, baked or mashed); 
string beans, macaroni (put through sieve), spaghetti, 
soy bean flour, wheat bread, crackers (not sweet). 
And coddled white of egg. 

After the age of eight months children are given 
shredded or ground meats: beef, lamb or chicken. 

The following three articles are mentioned primarily 
to condemn because almost all children have reacted 
against these: orange juice, prune juice, apple sauce. 

Codliver oil, 0.5 dram, three times a day, to be in- 
creased slowly. The age of the child determines the 
quantity of feeding. 

Tomato juice and puree of spinach were often 
irritating, although in one case, after two exacer- 
bations following the reinserting of spinach into 
the dietary, a third trial several months later 
brought no reaction. We found it necessary to 
use soy bean flour with extreme care, although 
for the majority of the patients it was useful 


in correcting constipation. 
RESULTS 


In four of the cases the results were imme- 
diate, with partial or complete disappearance of 
the lesions. In two of the cases prompt gain 
in weight was noted. Two of the patients found 
difficulty in adjusting themselves to the diet and 
for the first three weeks showed consistent loss 
of weight, but improvement in the eczema. Later 
they began to gain weight. Four mothers found 
the regime too trying and gave up the diet. Of. 
the last two patients treated in the University 
Hospital one lost weight consistently for ten 
days, but with improvement in the lesions. In 
the other case improvement was marked with 
stationary weight, but an intercurrent positive 
diphtheritic culture of the throat compelled the 
removal of the child to the Sydenham Hospital. 

An account of two of the eleven cases follows: 


Case 1—A. B., a white girl three years old, had 
urticaria pigmentosum. As the mother was a graduate 
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nurse, and wished to continue her work, the patient 
was put on a modified cow’s milk diet when four weeks 
old. Very soon after institution of this milk diet the 
mother noticed hives, which on disappearing left a 
brownish stain. This had continued to the time of ex- 
amination, and was seen on the face, trunk and ex- 
tremities. 


There were numerous macular, pigmented spots of a 
light brownish color, irregular in shape and varying in 
size from a diameter of 1 to 3 or 4 mm. There was no 
infiltration. The mother said that all the lesions ap- 
peared first as wheals. There was one small, slightly 
raised, pinkish wheal on the abdomen at the time. 

A skin test for milk was positive. The child was put 
on a milk-free diet on June 16, 1927. 


Telephone communication two weeks later informed 
me that no new wheals had appeared. November 10 
I was informed by telephone that there had been no 
more wheals and the brownish spots were lightening in 
color. 


August 15, 1928, the child was brought in for exam- 
ination. There were no wheals. The mother said there 
had been none since the institution of the milk-free diet, 
and she had noticed that mosquito bite wheals which 
had appeared recently did not leave brownish stains. 
Many of the older stains were noticeably lighter in 
color. The child was gaining weight on the milk-free 
diet. 


Case 2.—R. C. D., a white boy, age three months, had 
eczema crustosum. 


The infant was first seen when about one month old 
(November 15, 1925). He had been losing weight, and 
the mother claimed that she had not had enough milk 
to satisfy him. A physician at one of the milk stations 
had prescribed a modified cow’s milk diet, alternating 
with breast milk. Two weeks later the child began to 
scratch, and soon afterward lesions of an eczematous 
type appeared. 

There were on his body a large number of confluent 
infiltrated patches, one on the facq being continuous 
over the forehead, cheeks and chin. They were bright 
pink with a moderate amount of scaliness and crusting. 
On the trunk and extremities there was some exudation 
of serum with very little scaling. 

Calamine lotion, various anti-pruritic ointments, in- 
cluding crude coal tar-zinc oxid ointment, salicylic acid 
ointment with and without sulphur, aristol ointment, 


. and boric ointment were tried without favorable results. 


The skin lesions became gradually larger, involving the 
face and forehead, and slowly extending to the rest of 
the body. Soap and water and talcs were eliminated 
as irritating factors. The possibility of silk or wool 
sensitization was next considered. Skin tests performed 
when the child was two and one-half months old were 
positive for milk. No other skin tests were made. 

As the child was receiving only breast and cow’s milk, 
the first procedure was to eliminate sugars from the 
modified milk; then the fats were removed as much as 


_,possible, without apparent benefit. The child was then 
taken off cow’s milk and limited to breast milk. Itching 


lesions still continued to appear. He was then given 
successively Mellin’s Food, Dryco, Dextrose, and malted 


imilk in conjunction with prepared barley instead of 
_milk. Then all forms of artificial milk were stopped, 
the baby receiving only breast milk feedings and water 


in the interim. As the lesions had shown no signs of 
improvement, and new lesions appeared constantly, it 
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was decided that all milk, including breast milk, shéuld 
be prohibited, and the diet described above was given 
with codliver oil one teaspoonful three times a day. 

January 1, 1926, at the beginning of the replacement 
diet the baby was three months old. He weighed four- 
teen pounds. 

January 15 there were definite signs of improvement 
in the skin. 

May 15, at the age of four months, he weighed six- 
teen pounds. The amount of food was gradually in- 
creased. Lesions were present only on the face with 
slight roughness on the arms. Baked apple was added . 
to the diet. September 15, at the age of eight months, 
he weighed nineteen pounds. 

To the regular milk-free dietary about one table- 
spoonful a day of boiled chopped beef, veal or chicken 
(fat-free) was added. Soy bean mush was stopped 
because it was believed to be irritating. 

February 15, 1927, at the age of thirteen months, 
he had six teeth, and weighed twenty-two pounds. 

Lesions were still present, but only on the cheeks. 
A special investigation was made to find out wherein 
milk or milk products were being given. The only 
possibility seen was bread, and the mother was in- 
structed to prepare bread free of milk or butter. 

In April, at the age of fifteen months, the lesions had 
entirely disappeared. The weight was twenty-six pounds. 

August 3, 1928, the weight was twenty-four pounds. 
The patient had continued to thrive and had all his 
teeth. He had had two or three attacks of croupy 
cough. The child was very strong muscularly. He was 
sent to Dr. H. E. Ashbury for x-ray of chest. His re- 
port is submitted: “The periphery of the lungs is rel- 
atively clear. The diaphragm outline is normal. The 
cardiovascular area is normal. There is no evidence of 
thymus enlargement. There is no evidence of rickets.” 

This child has been on a milk-free diet since the age 
of three months, and from clinical and x-ray findings is 
apparently normal. 


These patients have required constant obser- 
vation with weekly inspection of the diet diary 
to note exacerbations and possible causes of the 
eczema. The most discouraging factor has been 
the lack of gain in weight, and the consequent 
worry on the part of the parents. Two cases, 
mentioned above but not reported in this paper, 
as they are at present under treatment at the 
University Hospital, have shown consistently 
good results, but loss in weight. One of them 
was very puny. When the milk-free diet was 
increased in quantity there was a consistent gain 
in weight but a slight recurrence of lesions. 


CONCLUSIONS 
(1) Diagnosis of milk as the cause of derma- 
toses has been made by history and skin tests. 
(2) Constantly good results have been ob- 
tained in the majority of our cases by a milk- 
free replacement diet, but it has often been nec- 
essary to hospitalize our patients, as the mothers 

did not feel competent to enforce the diet. 


(3) Codliver oil has been our mainstay, and 
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has been well tolerated in summer, as well as 
in winter. Whenever diarrhea occurred the dose 
of codliver oil was diminished. 

(4) It was noted in one patient that milk 
irritation was due to the amount of milk in 
baker’s bread. 
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THE NEWER KNOWLEDGE OF HEART 
DISEASE*+ 
III, THE INTERPRETATION OF CARDIAC PAIN 


By Trnstey Harrison, M.D., 
Nashville, Tenn. 


A man in the sixtieth year of his life began to feel 
while he was walking an uneasy sensation in his left 
a After it had continued ten years it would 
come upon him two or three times a week, at night 
while he was in bed, and then he was obliged to sit up 
for an hour or two before it would abate so much as to 
suffer him to lie down. .... He died suddenly without 
a groan at the age of seventy-five—William Heberden. 


The fact remains that out of the confused melee of 
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clinical conditions to which the term “angina pectoris” 
has been applied, one condition stands forth, clearly 
marked from the others. It is the one that corresponds 
to Heberden’s original description, and its import is 
unmistakable; the patient with this condition is doomed. 
ret The angina pectoris of Heberden has but one 
cause, anoxemia of the myocardium.—Keefer and Resnik. 

The cardinal symptoms of heart disease are 
dyspnea, edema and pain. It is with the last 
of these that this paper is concerned. The most 
important cause of cardiac pain wil be con- 
sidered first. 

Angina pectoris, which was described and 
named by Heberden,' has been a veritable apple 
of discord. The hypothesis of coronary sclerosis, 
of which Edward Jenner? was an early sponsor, 
was often supported by the results of autopsies 
and was accepted through most of the Nine- 
teenth Century by many clinicians. Huchard? 
was an able advocate of this view. However, 
Sir Clifford Albutt* pointed out that a certain 
number of persons who, during life, had typical 
angina pectoris, were found at autopsy to have 
normal coronary arteries. These individuals 
usually had disease of the root of the aorta, and 
Albutt believed that this organ and not the heart 
was the seat of the pain. His views were ac- 
cepted by many prominent clinicians; others 
adhered to the coronary hypothesis, and these 
proposed “coronary spasm” as the cause of the 
pain in the patients who had normal coronary 
arteries. Sir James Mackenzie® taught that the 
pain arose from myocardial exhaustion, but this 
concept did not aid in clarifying the subject. 
Some clinicians adopted a compromise view, at- 
tributing the pain to aortic disease, but believing 
that the prognosis depended on the condition of 
the coronary vessels. 


Within the past year Keefer and Resnik® have 
published a theory which seems to clarify the 
whole subject. After careful analysis of the re- 
ported autopsied cases, as well as several of their 
own, they showed that those patients who dur- 
ing life had had typical angina pectoris prac- 
tically always presented at autopsy one or more 
of three lesions: (a) sclerosis of the coronary 
vessels, (b) occlusion of the mouth of one of the 
coronary arteries, (c) insufficiency of the aortic 
valves. The authors then reviewed a number of 
experimental studies which agreed in indicating 
that the flow of blood through the coronary 
arteries was dependent on the diastolic blood 
pressure. (It is obvious that the flow of blood 
through the left coronary artery must cease dur- 
ing systole, because the pressure in the heart 
wall is greater than in the aorta during the period 
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when blood is being expelled.) It was concluded 
that in aortic insufficiency, a condition known to 
be associated with a low diastolic blood pressure, 
the coronary flow was diminished and direct ex- 
perimental evidence for this proposition was 
quoted. Therefore, it was demonstrated that all 
patients with angina have one fundamental dis- 
turbance in common, a failure of the oxygen 
supply to keep pace with the oxygen demand 
of the heart. 

It is well known that deficiency of oxygen 
in a muscle causes local accumulation of lactic 
acid. This substance causes spasm of muscles 
when its amount becomes excessive. The pain 
of intermittent claudication, the soreness of the 
“Charlie-horse,” and the spasm of rigor mortis 
are examples of the effects of lactic acid on mus- 
cles. The work of Keefer and Resnik seems 
definitely to remove angina pectoris from the 
realm of mystery and to place it in this group of 
known physiological disturbances. 


Keefer and Resnik emphasized another fact, 
which was familiar to Heberden (vide supra), 
but which has often been forgotten by subse- 
quent writers. Sudden death is not only an oc- 
casional complication of the disease, but its 
likelihood is a cardinal feature. The same dis- 
turbance (oxygen lack) which produces the pain 
may cause fibrillary contraction of the ventricles 
with its inevitable consequence, death. Once 
an individual develops true angina pectoris the 
Damoclean sword forever afterwards hangs over 
his head. He may live ten, fifteen, or (rarely) 
twenty years; the pain may even disappear en- 
tirely, but the possibility {in most cases the 
probability) of sudden death remains. Unless 
the physician feels that such a grave outlook is 
justified in a given patient he should not con- 
sider him as suffering from the disease. 

Such a concept naturally leads to the question 
of diagnosis. The most important point in this 
connection is the recognition that there is no 
intermediate state. Patients either have angina 
pectoris or they do not have it. Here, as in other 
diseases, an absolute diagnosis may be impos- 
sible, but there is no more justification for call- 
ing a pain “anginoid” than there is for designat- 
ing unexplained abdominal pain as “ulceroid,” 
or chronic severe headache of unknown cause as 
“neoplastoid.” “Anginoid,” “secondary angina,” 
“pseudo-angina,” “reflex angina”—these are all 
confusing and meaningless terms, and should be 
discarded from medical literature. 


The following group includes those conditions 
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which are most likely to be confused with an- 
gina pectoris. Those conditions which most fre- 
quently simulate it are listed first. 


(1) Cardiac neurosis. 

(2) Coronary occlusion. 

(3) Uncomplicated syphilitic aortitis. 
(4) Aortic aneurysm. 

(5) Pectoral neuralgia and myalgia. 
(6) Arthritis of the spine. 

(7) Pericarditis and pleurisy. 

(8) Disease of the left shoulder joint. 


As the last four of these conditions rarely 
cause serious difficulty in diagnosis they will not 
be discussed. 

The differentiation of angina pectoris from 
the pain of cardiac neurosis was discussed at 
length by Mackenzie in his “Angina Pectoris,” 
and was well summarized in his “Diseases of the 
Heart.’ The most important differential points 
are: 

(a) Sex—Cardiac neurosis is much more 
common in females; the reverse is true of an- 
gina pectoris. 

(b) Age.—Cardiac neurosis is most common 
in young individuals. When it is present in an 
elderly subject the symptoms usually will be 
found to have begun before thirty. The heart is 
normal on physical examination. Angina pec- 
toris is rare before the age of forty-five. When 
a person under twenty has angina pectoris he 
nearly always has (1) rheumatic heart disease 
with aortic insufficiency. During the third and 
fourth decades angina pectoris is seen either 
under the condition which was just mentioned 
or (2) in individuals who have syphilitic aortitis 
complicated either by aortic insufficiency, ste- 
nosis of a coronary orifice, or both. Patients 
who between forty and sixty years of age de- 
velop angina pectoris usually have one of these 
two conditions, or much more commonly (3) 
hypertension (with arteriosclerosis). Individuals 
over sixty often have angina without any of the 
three causative factors which have been men- 
tioned, but with (4) arteriosclerosis (the “de- 
cresent” type, which is not associated with 
hypertension). During the attack the blood 
pressure may be elevated in any of the patients; 
those who have cardiac neurosis, as well as those 
who have angina. 


(c) Cardiac Enlargement.—This is never ob- 
served in uncomplicated cardiac neurosis. It is 
present in the vast majority of patients who 
when less than sixty develop angina pectoris. 
After this age many sufferers from this disease 
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have no cardiac enlargement, but at this period 
of life cardiac neurosis is unusual. 


(d) Palpitation—During the attack this 
symptom is more common in cardiac neurosis 
than in angina pectoris. 


(e) Character and Location of the Pain —In 
cardiac neurosis the pain is more likely to be 
darting and in the precordial region. In angina 
pectoris the pain is most often described as spas- 
modic. It may be localized to the precordium, 
but more commonly is substernal and radiates 
to the left arm. Occasionally the pain is felt 
only in this arm and rarely it may be confined 
to the left shoulder, the right shoulder, the ab- 
domen, the neck, the jaw or the lower tip of the 
ear. 

(f{) Angor Animi.—The fear of death is felt 
most by those suffering from angina, but it may 
be talked about most by those with cardiac 
neurosis. 

(g) General Demeanor During the Attack.— 
The patient with cardiac neurosis often thrashes 
about in bed. She may say, “I’m dying,” often 
cries out continually, and usually takes care that 
some one hears her. The facial muscles may 
portray extreme fear but are mobile, and the 
expression changes from moment to moment. 
Not infrequently in severe cases she weeps and 
repeatedly strikes the precordium. During the 
attack of angina pectoris the subject usually is 
almost motionless. The muscles, including 
those of the face, become rigid. The expression 
indicates real agony and remains fixed until the 
pain diminishes. The hands are clinched on the 
precordium. Cold sweat stands out on the face. 
A tear may be seen in the eye, but profuse weep- 
ing rarely if ever occurs. His whole behavior 
indicates that he feels, and is, near the threshold 
of the portals of death.* 

(h) Precipitating Factors —An emotional up- 
set is a common cause of the pain of cardiac 
neurosis. The attack usually comes, not imme- 
diately following the unpleasantness, but after 
the patient has had a little time to brood and 
worry over it. The pain often appears at night 
after going to bed but before going to sleep. In 
general, the symptom is more marked during 
rest than during activity. Gastric distension may 
bring on the pain which in such cases is relieved 
by soda. The attacks may come more frequently 


*Obviously there are all grades of behavior accord- 
ing to the severity of the pain. In both conditions 
the majority of the attacks are much less dramatic 
than has been indicated. I have tried to picture 


briefly a severe attack in each case. 
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when the patient is constipated. In early and 
milder cases of angina pectoris the pain is 
brought on by the three “e’s:” exercise, eating 
and excitement. Walking up a hill after a heavy 
meal is especially liable to bring on the pain, as 
was emphasized by Heberden and by Mackenzie. 
Later in the disease the slightest exertion causes 
pain, which may also be precipitated by cold 
baths or cold winds. Nocturnal angina is com- 
mon and occurs especially after the patient has 
been asleep for a time. The attack may also 
come on first getting into bed if the sheets are 
cold. 

(i) Constitutional Type—In cardiac, as in 
other forms of neurosis, the subject is usually 
rather spare of build. In addition to the cardiac 
symptoms there are usually complaints referable 
to several parts of the body, particularly the 
gastro-intestinal organs. The patient always 
complains of nervousness. Angina pectoris is 
most common in strong muscular individuals who 
have been unusually healthy. Frequently they 
are a little overweight. Ordinarily there are no 
other symptoms. 


(j) The Therapeutic Test—Sodium bromid 
is of little or no value in angina pectoris, but 
may give much relief to the patients with cardiac 
neurosis. Nitroglycerine is almost specific for 
the former, but often makes the latter worse. 

Finally, one must remember that a patient 
may have both diseases. Such cases are, for- 
tunately, rare. 


Within the past decade concepts of angina 
pectoris have been further clarified by a better 
understanding of the clinical picture which fol- 
lows complete obstruction of a coronary artery. 
Although a number of American writers, notably 
Osler,’ Dock,® and Herrick® had written on this 
subject, very few physicians were familiar with 
the syndrome until the important study of 
Wearn’® was published. Since then fairly nu- 
merous reports have appeared and the disease -is 
no longer a “pathological curiosity,” but a well 
recognized clinical entity. A complete discussion 
of coronary occlusion is not within the scope of 
this paper. The clinical picture may be sum- 
marized as follows: 

(1) Pain is the most important symptom. 
The pain is of three types: (a) chronic anginal 
pain (status anginosus), which is not relieved 
by nitroglycerine. This is the most important 
and constant type of pain. (b) Pericarditic pain 
(with a to and fro friction rub) is present in 
many of the cases. (c) Severe abdominal pain, 
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when blood is being expelled.) It was concluded 
that in aortic insufficiency, a condition known to 
be associated with a low diastolic blood pressure, 
the coronary flow was diminished and direct ex- 
perimental evidence for this proposition was 
quoted. Therefore, it was demonstrated that all 
patients with angina have one fundamental dis- 
turbance in common, a failure of the oxygen 
supply to keep pace with the oxygen demand 
of the heart. 

It is well known that deficiency of oxygen 
in a muscle causes local accumulation of lactic 
acid. This substance causes spasm of muscles 
when its amount becomes excessive. The pain 
of intermittent claudication, the soreness of the 
“Charlie-horse,” and the spasm of rigor mortis 
are examples of the effects of lactic acid on mus- 
cles. The work of Keefer and Resnik seems 
definitely to remove angina pectoris from the 
realm of mystery and to place it in this group of 
known physiological disturbances. 


Keefer and Resnik emphasized another fact, 
which was familiar to Heberden (vide supra), 
but which has often been forgotten by subse- 
quent writers. Sudden death is not only an oc- 
casional complication of the disease, but its 
likelihood is a cardinal feature. The same dis- 
turbance (oxygen lack) which produces the pain 
may cause fibrillary contraction of the ventricles 
with its inevitable consequence, death. Once 
an individual develops true angina pectoris the 
Damoclean sword forever afterwards hangs over 
his head. He may live ten, fifteen, or (rarely) 
twenty years; the pain may even disappear en- 
tirely, but the possibility {in most cases the 
probability) of sudden death remains. Unless 
the physician feels that such a grave outlook is 
justified in a given patient he should not con- 
sider him as suffering from the disease. 


Such a concept naturally leads to the question 
of diagnosis. The most important point in this 
connection is the recognition that there is no 
intermediate state. Patients either have angina 
pectoris or they do not have it. Here, as in other 
diseases, an absolute diagnosis may be impos- 
sible, but there is no more justification for call- 
ing a pain “anginoid” than there is for designat- 
ing unexplained abdominal pain as “ulceroid,” 
or chronic severe headache of unknown cause as 
“neoplastoid.” “Anginoid,” “secondary angina,” 
“pseudo-angina,” “reflex angina”—these are all 
confusing and meaningless terms, and should be 
discarded from medical literature. 


The following group includes those conditions 
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which are most likely to be confused with an- 
gina pectoris. Those conditions which most fre- 
quently simulate it are listed first. 


(1) Cardiac neurosis. 

(2) Coronary occlusion. 

(3) Uncomplicated syphilitic aortitis. 
(4) Aortic aneurysm. 

(5) Pectoral neuralgia and myalgia. 
(6) Arthritis of the spine. 

(7) Pericarditis and pleurisy. 

(8) Disease of the left shoulder joint. 


As the last four of these conditions rarely 
cause serious difficulty in diagnosis they will not 
be discussed. 


The differentiation of angina pectoris from 
the pain of cardiac neurosis was discussed at 
length by Mackenzie in his “Angina Pectoris,” 
and was well summarized in his “Diseases of the 
Heart.” The most important differential points 
are: 

(a) Sex—Cardiac neurosis is much more 
common in females; the reverse is true of an- 
gina pectoris. 

(b) Age—Cardiac neurosis is most common 
in young individuals. When it is present in an 
elderly subject the symptoms usually will be 
found to have begun before thirty. The heart is 
normal on physical examination. Angina pec- 
toris is rare before the age of forty-five. When 
a person under twenty has angina pectoris he 
nearly always has (1) rheumatic heart disease 
with aortic insufficiency. During the third and 
fourth decades angina pectoris is seen either 
under the condition which was just mentioned 
or (2) in individuals who have syphilitic aortitis 
complicated either by aortic insufficiency, ste- 
nosis of a coronary orifice, or both. Patients 
who between forty and sixty years of age de- 
velop angina pectoris usually have one of these 
two conditions, or much more commonly (3) 
hypertension (with arteriosclerosis). Individuals 
over sixty often have angina without any of the 
three causative factors which have been men- 
tioned, but with (4) arteriosclerosis (the “de- 
cresent” type, which is not associated with 
hypertension). During the attack the blood 
pressure may be elevated in any of the patients; 
those who have cardiac neurosis, as well as those 
who have angina. 

(c) Cardiac Enlargement.—This is never ob- 
served in uncomplicated cardiac neurosis. It is 
present in the vast majority of patients who 
when less than sixty develop angina pectoris. 
After this age many sufferers from this disease 
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have no cardiac enlargement, but at this period 
of life cardiac neurosis is unusual. 


(d) Palpitation—During the attack this 
symptom is more common in cardiac neurosis 
than in angina pectoris. 


(e) Character and Location of the Pain.—In 
cardiac neurosis the pain is more likely to be 
darting and in the precordial region. In angina 
pectoris the pain is most often described as spas- 
modic. It may be localized to the precordium, 
but more commonly is substernal and radiates 
to the left arm. Occasionally the pain is felt 
only in this arm and rarely it may be confined 
to the left shoulder, the right shoulder, the ab- 
domen, the neck, the jaw or the lower tip of the 
ear. 


(f) Angor Animi.—The fear of death is felt 
most by those suffering from angina, but it may 
be talked about most by those with cardiac 
neurosis. 

(g) General Demeanor During the Attack.— 
The patient with cardiac neurosis often thrashes 
about in bed. She may say, “I’m dying,” often 
cries out continually, and usually takes care that 
some one hears her. The facial muscles may 
portray extreme fear but are mobile, and the 
expression changes from moment to moment. 
Not infrequently in severe cases she weeps and 
repeatedly strikes the precordium. During the 
attack of angina pectoris the subject usually is 
almost motionless. The muscles, including 
those of the face, become rigid. The expression 
indicates real agony and remains fixed until the 
pain diminishes. The hands are clinched on the 
precordium. Cold sweat stands out on the face. 
A tear may be seen in the eye, but profuse weep- 
ing rarely if ever occurs. His whole behavior 
indicates that he feels, and is, near the threshold 
of the portals of death.* 

(h) Precipitating Factors—An emotional up- 
set is a common cause of the pain of cardiac 
neurosis. The attack usually comes, not imme- 
diately following the unpleasantness, but after 
the patient has had a little time to brood and 
worry over it. The pain often appears at night 
after going to bed but before going to sleep. In 
general, the symptom is more marked during 
rest than during activity. Gastric distension may 
bring on the pain which in such cases is relieved 
by soda. The attacks may come more frequently 


*Obviously there are all grades of behavior accord- 
ing to the severity of the pain. In both conditions 
the majority of the attacks are much less dramatic 
than has been indicated. I have tried to picture 


briefly a severe attack in each case. 
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when the patient is constipated. In early and 
milder cases of angina pectoris the pain is 
brought on by the three “e’s:” exercise, eating 
and excitement. Walking up a hill after a heavy 
meal is especially liable to bring on the pain, as 
was emphasized by Heberden and by Mackenzie. 
Later in the disease the slightest exertion causes 
pain, which may also be precipitated by cold 
baths or cold winds. Nocturnal angina is com- 
mon and occurs especially after the patient has 
been asleep for a time. The attack may also 
come on first getting into bed if the sheets are 
cold. 


(i) Constitutional Type—In cardiac, as in 
other forms of neurosis, the subject is usually 
rather spare of build. In addition to the cardiac 
symptoms there are usually complaints referable 
to several parts of the body, particularly the 
gastro-intestinal organs. The patient always 
complains of nervousness. Angina pectoris is 
most common in strong muscular individuals who 
have been unusually healthy. Frequently they 
are a little overweight. Ordinarily there are no 
other symptoms. 


(j) The Therapeutic Test—Sodium bromid 
is of little or no value in angina pectoris, but 
may give much relief to the patients with cardiac 
neurosis. Nitroglycerine is almost specific for 
the former, but often makes the latter worse. 


Finally, one must remember that a patient 
may have both diseases. Such cases are, for- 
tunately, rare. 

Within the past decade concepts of angina 
pectoris have been further clarified by a better 
understanding of the clinical picture which fol- 
lows complete obstruction of a coronary artery. 
Although a number of American writers, notably 
Osler,? Dock,® and Herrick® had written on this 
subject, very few physicians were familiar with 
the syndrome until the important study of 
Wearn!® was published. Since then fairly nu- 
merous reports have appeared and the disease is 
no longer a “pathological curiosity,” but a well 
recognized clinical entity. A complete discussion 
of coronary occlusion is not within the scope of 
this paper. The clinical picture may be sum- 
marized as follows: 

(1) Pain is the most important symptom. 
The pain is of three types: (a) chronic anginal 
pain (status anginosus), which is not relieved 
by nitroglycerine. This is the most important 
and constant type of pain. (b) Pericarditic pain 
(with a to and fro friction rub) is present in 
many of the cases. (c) Severe abdominal pain, 
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due to sudden congestion of the liver, is frequent. 
For this reason coronary occlusion often sim- 
ulates acute intra-abdominal inflammation, and 
because of diagnostic mistakes these patients are 
very frequently subjected to operation for a 
supposedly perforated peptic ulcer, or suspected 
acute cholecystitis. It may be stated as a general 
rule that when a person over sixty years of age 
develops an acute and extremely severe epigas- 
tric pain the burden of proof is on the physician, 
who says it is not coronary disease. 

(2) Nausea and vomiting occur in a large 
proportion of the cases and this adds to the diag- 
nostic difficulty. 

(3) The objective circulatory phenomena are 
those of wo different types of failure: (a) col- 
lapse, with tachycardia, diminution in blood 
pressure, and marked general weakness. Syncope 
is common. (b) Congestive failure, with rales 
in the lungs, enlargement of the liver, and, in 
some cases anasarca, dyspnea and cardiac irreg- 
ularities. 

(4) Fever and leucocytosis (these are due to 
myocardial necrosis). 

(5) Emboli in distant organs. These result 
from detachment of mural thrombi in the left 
ventricle. The spleen is a very common site and 
embolism of this organ causes perisplenitis and 
thereby adds still another type of pain, thus 
creating further difficulty in diagnosis. 

The differentiation of coronary occlusion from 
angina pectoris rests almost entirely on the 
duration of the attack. In the former condition 
the pain lasts for hours or days; in the latter, 
for seconds or minutes. Nitroglycerine relieves 
the pain of angina pectoris; morphin is neces- 
sary in coronary occlusion. The symptoms and 
signs of circulatory collapse are the most valu- 
able points in differentiating coronary occlusion 
from pneumonia, acute peritonitis and the mythi- 
cal “acute indigestion.”” The most important 
point about the disease is to remember that it 
occurs, and frequently. 

Uncomplicated aortic syphilis is often a pain- 
less disease. When pain is present it is never 
so violent as in severe cases of angina pectoris. 
Ordinarily the sensation is more that of a feeling 
of vague discomfort or ache under the sternum, 
in the left interscapular region, or occasionally 
in the left shoulder. There may be a choking 
feeling. The patient often complains of a 
“lump.” The discomfort lasts for hours and, 
like other syphilitic pains, is worse at night. 
There is no characteristic relation to exertion 
and paroxysms are exceptional. The Wasser- 
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mann reaction is positive in about two-thirds of 
the cases. The aorta is often dilated. When 
the dilatation affects the ascending portion it 
can often be detected by percussion, but when 
the transverse or descending parts are involved 
the x-ray is the only reliable guide. In an in- 
dividual less than fifty years old with a normal 
blood pressure the diameter of the teleroent- 
genographic supracardiac vascular shadow is 
usually less than six centimeters. If, in such a 
patient this shadow is more than 7 cm. wide, 
aortic syphilis is very probable. 

When the syphilitic process involves the coro- 
nary orifices or spreading to the aortic valves 
causes insufficiency, the patient often develops 
true angina pectoris, in addition to the less se- 
vere pain of “simple” aortitis. Aneurysm, an- 
other complication of luetic aortitis, often causes 
no pain. When, however, the sac pushes for- 
ward and erodes the sternum, or ribs, or ad- 
vances backward and erodes the vertebrae se- 
vere pain occurs. This pain is constant, throb- 
bing or “boring,” often “shooting” if the inter- 
costal nerves are involved. The pain does not 
have the characteristic cramp-like character of 
angina pectoris, is not particularly related to 
exertion and is rarely paroxysmal. Patients with 
aneurysm may have angina pectoris, when the 
coronary orifices or aortic arches are involved, 
but the former does not per se cause the latter. 

In the treatment of cardiac pain the first 
and most important measure is correct diagnosis. 
Patients with cardiac neurosis must be encour- 
aged to “do things;” individuals with angina 
pectoris must be restrained. Although the treat- 
ment of aneurysmal pain is a relatively hopeless 
proposition, the same is by no means true of un- 
complicated syphilitic aortitis. Here a few weeks 
of iodin alone, then a few more weeks of mer- 
cury or bismuth, followed by the cautious ad- 
ministration of small but increasing doses of 
arsenicals may not only stop the pain but (pre- 
sumably) prevent the development of the fear- 
ful complications (the three “a’s:” aneurysm, 
aortic insufficiency and angina pectoris). 

When on the basis of aortic syphilis, angina 
pectoris has developed it is usually unwise to 
gives arsenicals, but iodids, mercury and bismuth 
are sometimes of value. In the more common, 
non-syphilitic angina pectoris the value of re- 
stricted activity and nitroglycerine are too well 
recognized to require comment. In such cases 
beneficial results sometimes follow the admin- 
istration of diuretin or of euphyllin. Musser™ 
and Smith’? have emphasized the value of the 
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latter drug. One gains the impression that potas- 
sium iodid is of value, but proof is lacking. 

In recent years the surgical treatment of an- 
gina pectoris has enjoyed an increasing vogue. 
First employed by Jonnesco,'* encouraging re- 
sults have been reported by several authors.’ 
Sir James Mackenzie attacked this form of 
therapy. In regard to the operative treatment 
of angina pectoris, he said: 

“Hitherto, medicine has been made the object of rid- 
icule and satire on the ground that remedies whose 
action is unknown have been given for conditions of 
which the doctor is ignorant. Fortunately, such rem- 
edies usually do not harm, even when they do no good, 
but when it comes to a surgical operation where struc- 
tures essential to health, and it may be to life, are irre- 
parably damaged, it is necessary to draw attention to a 
course of action which is, to say the iant, a step back- 
ward.”15 

It would appear, therefore, that there are two 
sides to this question. One must realize that 
pain is a protective mechanism, as its occur- 
rence may prevent the individual from under- 
taking an amount of exertion which might prove 
fatal. For this reason it would seem to be un- 
wise to attempt surgical treatment in those pa- 
tients whose pain comes only on exertion. More 
conservative methods of treatment seem prefer- 
able here. However, when a patient has fre- 
quent attacks of pain at rest it may be humane 
to relieve his suffering, if possible, even at the 
risk of shortening his life. The author has fol- 


lowed only three patients in whom the cervical 
sympathetics were removed. One of them did 
not seem to be helped, but in the other two pa- 
tients relief of pain was striking and immediate. 
One of these died suddenly several months later. 
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The other, who had been bed-ridden because of 
pain for several months before operation, is liv- 
ing and able to walk six weeks after the opera- 
tion. Even if he dies within the next few days, 
the writer will still think that the operation was 
justified. He will, at least, have had his misery 
replaced by comfort for a little while. 


This discussion of cardiac pain has been nec- 
essarily incomplete. The important subject of 
pericarditis has scarcely been mentioned. Atten- 
tion has been focused on that common and fear- 
some malady, angina pectoris, and the disorders 
with which it is most likely to be confused. An 
attempt has been made to emphasize the fact 
that diagnosis is the first and most important 
step in the treatment of cardiac pain. 


BIBLIOGRAPHY 


1. Heberden, William: Commentaries, p. 292. 
don, 1812. 

2. Jenner, Edward: Quoted by F. H. 
tory of Medicine, p. 270. Philadelphia, 1 

3. Huchard, H.: Traite’ clinique des maladies du 
coeur et des vaisseax. Paris, 1893. 

4. Albutt, Sir Clifford: Diseases of the Arteries, In- 
cluding Angina Pectoris. New York, 1915. 

a Mackenzie, Sir James: Angina Pectoris. 
1923. 

6. Keefer, C. S.; and Resnik, W. H.: Arch. Int. Med., 
41:769, 1928. 

7. Osler, Sir William: Lumelian Lectures. 
1910. 

8. Dock, George: Notes on the Coronary Arteries. 
Ann Arbor, 1896. 

9. Herrick, J. B.: J.A.M.A., 72:389, 1919. 

10. Wearn, J. T.: Amer. "Jour. Med. Sci., 


11. Musser, J. H.: J.A.M.A., 91:1242, 1928. 

12. Smith, F. M.: J.A.M.A, 91:1274, 1928. 

13. Jonnesco, T.: Bull. Acad. de Med., 86:208, 1921. 

14. A summary of the literature on this subject is 
given by Leriche and Fontaine, Amer. Heart Jour., 
3:649, 1928. 

15. Mackenzie, 
4th Ed., p. 347. 
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EDITORIAL DEPARTMENT 


SOUTHERN MEDICAL ASSOCIATION 
Twenty-Third Annual Meeting 
Miami, Florida, November 20-22, 1929 
Pre-Meeting Clinics, November 19, 1929 


MIAMI, NOVEMBER 19-22 


The programs for the general, clinical and 
section meetings of the twenty-third meeting of 
the Southern Medical Association are being 
rapidly completed. They will stress the things 
which every physician needs to know every day, 
the small things and large things which help re- 
duce the duration and intensity of illness. Tues- 
day, November 19, will be an unofficial day, a 
pre-meeting clinical day, with a splendid pro- 
gram by members of the Miami profession. On 
Wednesday, November 20, the general clinical 
program will begin, and the address of the 
President, Dr. Thomas W. Moore, of Hunting- 
ton, West Virginia, will be heard that evening. 

On Thursday and Friday, November 21 and 
22, the sections will meet in half-day sessions. 
The programs contain the names of leaders in 
their various lines of work, not only from the 
Southern and Northern United States, but from 
Canada and Cuba. The American Society of 
Tropical Medicine is meeting this year con- 
jointly with the Southern Medical Association. 
Florida should furnish clinical material particu- 
larly suitable for study by this Society. The 
Southerm Association of Anesthetists meets, as 
usual, conjointly with the Southern Medical As- 
sociation, and the Atlantic Coast Line Surgeons’ 
Association will merge its annual meeting into 
the Section on Railway Surgery of the Southern 
Medical Association. 
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PRESIDENTS’ NIGHT 


Wednesday evening will be ‘Presidents’ 
Night,” when the presidents of three medical 
organizations will be heard: the President of the 
Southern Medical Association, Dr. Moore; the 
President-Elect of the American Medical Asso- 
ciation, Dr. William Gerry Morgan, of Wash- 
ington, D. C.; and the President of the Circulo 
Medico de Cuba and Secretary of Sanitation of 
the Republic of Cuba, Dr. Francisco M. Fer- 
nandez. Dr. Fernandez is a member of the cab- 
inet of the President of Cuba, and is head of all 
public health work in the Island of Cuba, where 
splendid work ‘is being done under his direction. 
The Association is greatly honored by having 
him attend the Miami meeting and deliver this 
address. 

There wili be a public address Tuesday eve- 
ning, and the Orations on Medicine and Surgery 
will be given on Thursday evening. 


SOCIAL FEATURES 


Special entertainment such as only Miami can 
furnish is being arranged for the visiting physi- 
cians and ladies. The President’s reception and 
grand ball will be at the Coral Gables Country 
Club, one of the most beautiful country clubs in 
the world, on Wednesday evening immediately 
after the general session. There will be dancing 
in the lovely outdoor pavillion. Another unique 
and delightful entertainment, a beach party at 
Miami Beach, will be given on Tuesday after- 
noon and early evening. The alumni reunions 
will be in the form of smokers on Thursday eve- 
ning following the general session. 


SPORTS 


The golf tournaments for men, with handicap 
and without handicap, will be played at the 
Miami Country Club, with no greens fee and at 
the convenience of the players up to Thursday 
noon. The ladies tournament will be played at 
the Miami Beach Municipal Golf Course, with 
no greens fee, Thursday forenoon. Other golf 
courses open are the Coral Gables Golf and 
Country Club, Country Club Estates Course, 
and the Miami Biltmore Club with small greens 
fees. In addition to the two permanent trophies 
of the tournament, the Washington Post and the 
Dallas Morning News Cups, the Local Commit- 
tee will offer four prizes for the men and four 
for the ladies. There will be the usual trap 
shooting tournament, the time and place not yet 
determined. 
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Miami is a fisherman’s paradise, and the best 
game fishing available to Americans is off its 
coast. The balmy weather of November will 
permit surf bathing and all forms of water 
sports. There is also good hunting in the 
vicinity. 

TRAVELING ARRANGEMENTS 


Through sleepers with reduced railroad rates 
are available from all points in the South to 
Miami. A special train, the “President’s Spe- 
cial,’ has been announced. Details may be 
found on page 34. Florida’s splendid hard- 
surfaced roads make a trip by automobile easy, 
and Florida can be seen at its best by auto- 
mobile. A tour from New Orleans to Miami is 
being arranged, which will go by steamer from 
New Orleans to Tampa, and from Tampa to 
Miami by bus. The Medical Association of 
Georgia, of which Dr. William R. Dancy, of 
Savannah, is President, is featuring a “Presi- 
dent’s Tour,” a motorcade from Savannah to 
Miami, and physicians from other states are 
invited to join it. 

Those who motor will see the most beautiful 
parts of Florida. They should make every effort 
to go through the Ridge Section, and to see the 
Bok Memorial Tower and Sanctuary at Lake 
Wales, in the heart of the ridge section. The 
Bok Tower, on the highest point in Florida, is 
worth driving many miles to see. It is especially 
lovely when its marvellous chimes are playing. 


HOTELS 


Miami is noted for its beautiful and commo- 
dious hotels. Five of the largest and finest are 
close together on Biscayne Boulevard, across 
from the city park, overlooking Biscayne Bay 
and the Atlantic Ocean. Guaranteed rates are 
$3.00 to $5.00 per day for single rooms and 
$5.00 to $8.00 for double rooms. See page 950 
for detailed hotel information. 


CUBA 


“After Miami, Cuba.” To climax an already 
delightful occasion the Association has arranged 
an official all-expense post-convention tour to 
Cuba under the direction of the Secretary-Man- 
ager. Few will again have this propitious op- 


portunity to see Havana and Cuba at so low a 
cost under such delightful circumstances. Those 
who visit Cuba are invited by Dr. Fernandez, 
Secretary of Sanitation, to be his guests for a 
luncheon in Havana. See page 947 for full details 
and program of the tour. 
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Miami and Florida never lose their charm. 
“There is no place in the world that compares 
with Miami as a resort center”, says a retired 
business man of Chicago. 


The great interest of medicine lies in its ever 
changing character; the physician can never 
handle his cases perfectly, but he can each year 
estimate what his fellow practitioners have 
evolved, which will improve his own methods of 
practice. 


RADIUM AND X-RAY IN PREGNANCY 


Great confusion exists in the knowledge of the 
effect of radium and roentgen rays upon normal 
tissues. Tissue change is proportional to the 
amount of radiation administered and to the 
particular wave length, and experimenters have 
varied these factors. One of the first effects 
of a little x-ray is to stimulate the rate of di- 
vision of growing cells, and thus to induce more 
rapid development. The fruit fly matures 
earlier than normally after radiation, and its 
life cycle is shortened. Larger quantities of 
x-ray are very destructive, and young dividing 
cells are particularly vulnerable.t 

In higher animals the gonad cells are among 
the tissues most sensitive to the roentgen ray. 
For this reason the physician naturally hesitates 
to expose to x-radiation the pelvic organs of 
a woman in the child-bearing age. In certain 
conditions, however, such as carcinoma of the 
cervix or small fibroids of the uterus unasso- 
ciated with inflammatory disease, some form of 
radiation is the approved therapeutic measure. 
Before it is employed, however, its possible in- 
fluence upon future offspring of the patient 
should be carefully considered. 


Therapeutic radiation during pregnancy 
usually results in abortion, and has been recom- 
mended as a very feasible means to this end. 
In the non-pregnant woman, temporary or per- 
manent sterilization may be accomplished by 
radium or the x-ray, and permanent steriliza- 
tion of the unfit by this means has been sug- 
gested. The dosage may be so measured as to 
produce sterility for only a few months or years. 
A number of obstetricians and gynecologists 
have reported that children born after a tempo- 
rary period of roentgen sterilization are normal, 
and that radiation is no contraindication to 


1. Warren, S. L.: Effect of Roentgen Radiation 
upon Normal Body Tissues. Physiol. Reviews, 8:92, 
1929, 
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future childbearing.** From present knowledge, 
it may be undertaken without great scruple in 
young women if it is necessary. Defective ba- 
bies, however, have frequently been reported to 
result from radiation during pregnancy. The 
unfertilized germ cell is not so liable to injury 
from the x-ray as is the growing embryo. 


Murphy,‘ of the University of Pennsylvania, 
has studied the effects of radiation before and 
during pregnancy, by questionnaire to a num- 
ber of physicians, and has reported an analysis 
of results in the cases of 625 women. His sta- 
tistics confirm the reports that the children 
born after a period of roentgen ray sterility 
were regularly normal. They had no more de- 
fects than the average child, and it could not be 
said definitely that the radiation was harmful. 
But among pregnant women who went on to 
term after x-ray exposure, many bore unhealthy 
children. In the series, thirty-eight of these 
unhealthy children were reported, and among 
them was found a high frequency of lesions of 
the central nervous system. Seventeen had mi- 
crocephaly, a rare condition which occurs usually 
at the rate of one in ten or twenty thousand 
births. 


Murphy believes that this high incidence of 
microcephaly can not help having some signif- 
icance. He reports one case in detail.5 A 
woman was radiated for cervical carcinoma in 
the sixth month of pregnancy, and it was ex- 
pected that she would abort. Instead, the de- 
fective baby was born the following month. Not 
enough radiation had been given to bring about 
the menopause, and the woman menstruated for 
eleven years afterward, yet the child was 
grossly abnormal. At the age of twelve years 
he had a head five centimeters smaller than 
the average. He could not talk, but was a low 
grade idiot or imbecile. - 

The integrity of the ovum, Murphy agrees 
with previous students of the question, is not 
impaired by the usual therapeutic dose of roent- 
gen ray or radium; but any exposure is danger- 
ous to the developing fetus. If therapeutic radia- 


2. Toombs, P. W.: Effects of Roentgen Ray and Ra- 
dium on Fetus in Utero. Amer. Jour. Obst. and Gyn., 
17:516, 1929. 

3. Robinson, M. R.: Effect of Ovarian Irradiation 
with Castration dose on Fecundity and Offspring. 
Amer. Jour. Roentg. and Rad. Ther., 20:36, 1928. 

4. Murphy, D. P.: Outcome of 625 Pregnancies in 
Women Subjected to Pelvic Radium or Roentgen Ir- 
radiation. Amer. Jour. Obst. and Gyn., 18:179, 1929. 

5. Goldstein, L., and Murphy, D. P.: Microcephalic 
Idiocy Following Radium Therapy for Uterine Cancer 
ba Pregnancy. Amer. Jour. Obst. and Gyn., 18:189, 
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tion is necessary during pregnancy, the preg- 
nancy should always be terminated and before 
this agent is employed every care should be 
taken to rule out the possibility of the presence 
of an embryo in the uterus. 


BICHLORID OF MERCURY POISONING 


In the case of certain quite complex medica- 
ments, the test tube reaction is approximately 
similar to the reaction in the body. Typhoid 
antibody, or immune serum, in the test tube, 
will agglutinate typhoid antigen, or typhoid 
bacilli, supposedly as it does in the living host. 
The in vivo and in vitro results are closely com- 
parable. It is not so with the inorganic and 
simple organic reagents which chemists some- 
times recommend for treatment of disease. A 
beautiful test tube reaction will entirely fail to 
take place if the reacting substances are in the 
blood. It is a difficulty which has always con- 
fronted medical progress. Chemistry has been 
responsible for poor leads in treatment as well 
as for many medical advances. 

Gout, it was once held, was caused by excess 
of uric acid deposits around the joints, and it 
was thought that if they could be dissolved and 
washed away, the disease might be cured. 
Lithium salts and lithium waters were given for 
treatment of gout because lithium carbonate 
in the test tube dissolves uric acid very nicely, 
forming the readily soluble urate. This it was 
expected would also happen in the body, after 
which the insoluble uric acid, having become the 
very soluble lithium urate, would easily be ex- 
creted by the kidneys. For some reason the 
lithium failed to hit the target at which it was 
aimed. It did not go where it was told; the gout 
was not benefited, and the treatment was aban- 
doned many years ago. 

If bacteria were as easily killed in the body 
as in the test tube, again therapeutics might 
profit. If the antiseptics, mercurochrome, gen- 
tian violet, acriflavine, which in low concentra- 
tions kill laboratory micro-organisms, killed 
them in the blood stream as quickly, infectious 
diseases would soon be exterminated. But B. 
typhosus, tuberculosis, pertussis, diphtheriae, 
and the organisms of undulant fevers, easily 
destroyed in culture, are not readily attacked in 
the body of the living host by the same agents. 
The antiseptics sent into the body to kill bac- 
teria frequently fail to accomplish this end. 

An alleged specific treatment which has come 
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down to the present day, is the use of sodium 
thiosulphate for mercury and lead poisoning. 
In the test tube, the soluble salts of these metals 
combine with the thiosulphate to give insoluble 
mercury or lead sulphid. If this occurred in 
the body, an injurious very soluble salt such as 
mercuric chlorid, would be precipitated and ren- 
dered unreactive; and belief in this desirable 
result has led many to use the thiosulphate. 
Successful treatment of mercuric chlorid poison- 
ing by this means has been reported, and is a 
method approved by recent textbooks! Ex- 
perimental work throws doubt upon its value. 


Melville and Bruger,? among others,* inves- 
tigated the effect of sodium thiosulphate upon 
bichlorid poisoning in dogs. They ascertained 
the lethal dose of mercuric chlorid for dogs to 
be four milligrams per kilogram. This was 
neither higher nor lower if sodium thiosulphate 
was administered simultaneously with the mer- 
curic chlorid, and the period of survival after 
poisoning was not increased. Clinically in life 
and pathologically at autopsy the treated and 
untreated dogs were the same. If any mer- 
cury at all were converted into insoluble sulphid, 
these authors say, the diuresis in life caused by 
the mercury should be diminished. But diu- 
resis in treated and in untreated dogs was the 
same. Sodium thiosulphate when administered 
under the most advantageous circumstances 
had no effect whatever upon the course of the 
mercuric chlorid poisoning. 

It may be reiterated, that all drugs should 
be extensively tried upon animals before they 
are introduced into medical practice. The 
overweaning desire of the physician to cure, 
which will not wait to prove the value of a 
method but catches at a straw of hope, is respon- 
sible for much futile therapy. The thiosulphate 
appears to do no harm, which may not be said 
of all the drugs which have been employed to 
combat disease. At present bichlorid poisoning 
may be treated by producing emesis, or by other 
attempts to remove it from the stomach, or per- 
haps by forcing fluids, if the patient is seen in 
time. After it has entered the tissues in quantity, 
nothing at presnet is known to help the patient. 


1. McCrae’s Osler’s Modern Medicine, Ed. 3, Vol. 2, p. 
667. Philadelphia: Lea and Febiger, 1925. 

2. Melville, K. I.: and Bruger, M.: Concerning the Al- 
leged Antidotal Action cf Sodium Thiosulphate in Mer- 
curic Chlorid Poisoning. Jour. Phar. & Exp. Ther., 
37:1, 1929. 

3. Haskell, C. G.; Henderson, W. C.; and Hamilton, 
J. R.; Sodium Thiosulphate in Mercurial Poisoning. 
J.A.M.A., 85:1808, 1925. 
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Cuba Tour 


“AFTER MIAMI, CUBA” 


The loveliest land that human eyes have ever seen”’ 
—Christopher Columbus, October, 1492. 
Official Southern Medical Association All-Expense Post- 
Convention Tour to Cuba Under Direction of Mr. C. 
P. Loranz, Secretary-Manager. 


A Five-Day Tour—$92.50 
SATURDAY, NOVEMBER 23 


Leave Miami Saturday, November 23, 3:00 a.m., 
sleepers open at 9:30 Friday night. Arrive at Key West 
Saturday at 7:40 a.m. 


Brief sightseeing trip by auto around Key West if time 
permits and sufficient number of automobiles can be se- 
cured. 


Aboard S. S. Northland of the Peninsular and Occiden- 
tal Steamship Line. Ship sails at 8:30 a.m. Breakfast 
(by special arrangement) and lunch aboard ship. 


Arrive in Havana Saturday, November 23, about 
3:30 p.m. 


The Sevilla-Biltmore Hotel, the best and best located 
hotel in Havana, is general headquarters and radiating 
center for the tour, and will be used exclusively to the 
capacity of the hotel. Should the Sevilla-Biltmore not 
be able to accommodate all on the tour, other good ho- 
tels in Havana will be used. The Transportation Depart- 
ment of the Sevilla-Biltmore Hotel, under the direction 
of Mr. Charles E. Seijo, will see that all on the tour and 
their baggage are promptly taken to the hotels after 
passing through customs. It is recommended that only 
hand baggage be taken on the tour to Cuba. 


Remainder of afternoon free. 
Dinner at hotel. 


8:00 p. m., leave on sightseeing trip, seeing Havana by 
night, visiting Centro Asturiano and Centro Gallego 
Clubs, attending a Jai-Ali game (Spanish game—very 
interesting), driving through Vedado, Miramar, arriving 
at Chateau-Madrid or Sans-Souci about 11:30, where 
the elite of Havana gather to dine and dance. Leave 
about 12:30, visiting the Casino, “the Monte Carlo of 
the Western Hemisphere” (if open), and Montmatre 
Club, the best cabaret in Havana, arriving at hotel about 
3:00 a.m. On this trip the best of the Havana night 
life is seen. 


Sunpay, NOVEMBER 24 


Breakfast at hotel. 


11:00 a.m., leave on sightseeing trip of downtown 
Havana by day, visiting points of historical interest, 
beautiful old churches and cathedrals, and crossing the 
bay at Luz Ferry to visit the quaint and historical Morro 
Castle and Cabanas Fortress, arriving at Triscornia, the 
Cuban Immigration Station, at about 1:30 for lunch as 
the guests of Dr. Francisco M. Fernandez, Secretary of 
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Sanitation, Republic of Cuba (a member of the Pres- 
ident’s Cabinet). After lunch return to Havana by the 
land route. 


Evening free. No entertainment provided. Dinner 
not provided for on tour. 


Monpay, NovEMBER 25 


Breakfast in hotel. An early breakfast is suggested 
and then a visit to the City Market (near Sevilla-Bilt- 
more Hotel). Every one wants to see the Market and 
early in the morning is the best time. 


9:00 a.m., visit to the President’s Palace by special 
invitation and very probably will be publicly received 
by General Gerardo Machado, President of the Republic 
of Cuba. Leave President’s Palace for sightseeing trip 
embracing some of the city not already covered and 
some nearby country, visiting University Hill, where is 
located the School of Medicine, University of Havana 
and the University Hospital (Calixto Garcia Hospital) 
(stop). Return to the Malecon Drive, passing the 
Maine Monument, through Vedado, Carlos Miguel de 
Cespedes Avenue, Yacht Club, subdivisions and villages 
of Arroyo Arenas, El Cano and Wajai and Vento Springs, 
which supplies Havana with water. A visit to Quinta 
Covadonga, hospital of the Association Centro Asturiano 
(stop). Arrive at the Tropical Gardens, a very beauti- 
ful place, about 1:00 p.m., for lunch, consisting of sand- 
wiches, fruits and drinks. During the lunch there will 
be music by a typical Cuban orchestra. Leave Trop- 
ical Gardens about 2:30, driving through Colon Ceme- 
tery and visiting the Municipal Hospital (stop). Trip 
ends at the new Capitol, where a personally conducted 
tour of the Capitol will be given. The Capitol is under 
construction, but will be practically completed by the 
time of the tour and is being seen by special arrange- 
ment. It is one of the most beautiful buildings on the 
Western Hemisphere, costing sixteen million dollars, and 
is alone worth the trip to Cuba to see. 


Remainder of afternoon free. 


8:00 p.m., banquet and dinner-dance on the roof 
of the Sevilla-Biltmore Hotel (informal). This banquet 
will be a colorful affair, with a fine orchestra and enter- 
tainment particularly Spanish. A number of leading 
physicians of Cuba and their wives will be invited to be 
the guests of the Association at this banquet. The ban- 
quet will prove to be one of the most delightful occa- 
sions of the trip to Cuba. 


TueEspay, NOVEMBER 26 


Leave at 9:30 for a trip to Matanzas, a large and in- 
teresting city and capitol of the Province of Matanzas, 
about seventy miles over the National Highway, a fine 
paved road. On this trip typical rural life will be seen, 
a large sugar mill, the beautiful Yumuri Valley and 
Bellamar Caves (the “Mammoth Cave of Cuba”), with 
lunch at a typical Cuban hotel in Matanzas, arriving 
back to Havana late afternoon. This is a wonderful 
trip, seeing Cuba at its best, and it, too, is worth the 
price of a trip to Cuba. 


Evening free. No entertainment provided. Dinner 
not provided on tour. 
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WEpNEspDAY, NOVEMBER 27 
Breakfast at hotel. 


Leave from hotel 9:30 a.m. for docks. Ship sails at 
10:30 a.m. (luncheon on ship), arriving at Key West 
at 4:30 p.m. The Havana Special leaves Key West at 
6:00 p. m., making all connections at Jacksonville Thurs- 
day morning for points North, East and West. 


All sightseeing and the trip to Matanzas will be in 
seven-passenger Lincoln and Packard automobiles, and 
will be handled by Mr. Charles E. Seijo, Manager of the 
Transportation Department of the Sevilla-Biltmore 
Hotel. Competent guides and lecturers will accompany 
all sightseeing trips to explain points of interest. 


Although arranged differently, the sightseeing embraces 
all that is covered by the standard sightseeing trips of- 
fered to tourists in Havana—the city trip, night trip, 
Morro Castle and Cabanas Fortress trip, the so-called 
country trip, and the Matanzas trip. Everything worth 
seeing that can be seen in the lengih of time available 
is covered in the sightseeing program. 


Tour complete, all expense, includes (1) rail and boat 
transportation Miami to Havana and return to Miami, 
including meals and stateroom accommodations aboard 
ship, (2) pullman berth, Miami to Key West, (3) sight- 
seeing in Key West, (4) breakfast on ship on morning 
of arrival at Key West, (5) transfer of person and bag- 
gage in Havana, dock to hotel and hotel back to dock, 
(6) hotel room in Havana, (7) all meals in Havana 
except dinner Sunday and Tuesday evenings, (8) ban- 
quet, (9) all sightseeing and trip to Matanzas as de- 
scribed in tour, (10) Cuban tax of $3.00—the five-day 
tour complete, all for $92.50. 


All details of the tour have been very carefully worked 
out after a survey of Cuba. All services have been con- 
tracted for at the lowest prices, quality considered, and 
are on a definite flat rate basis. At the price quoted 
for the tour there is a margin of profit. Of necessity a 
tour cannot be priced at exactly the total of the cost of 
service items embracing the tour—the tour should be 
priced at an over and above cost, so there is something 
for emergencies and for the expense in connection with 
developing the tour. Any one going independently will 
find that to cover what has been provided in this tour 
the cost will be in excess of what the tour is priced. 
There are some things in this tour which do not come in 
the ordinary Havana tours. Any profit which may come 
from this tour, after all expenses have been paid, goes 
to the Southern Medical Association. All business per- 
taining to this tour is cleared through the books of 
the Association, as are all other items of Association 
business. 


A Four-Day Tour—$77.50 
Saturday, Sunday and Monday same as five-day tour. 


TueEspAy, NOVEMBER 26 


Breakfast at hotel. 


Leave from hotel 9:30 a.m. for docks. Ship sails at 
10:30 a.m. (luncheon on ship), arriving at Key West 
at 4:30 p.m. The Havana Special leaves Key West 


Sy 


Vol. XXII No. 10 


at 6:00 p.m., making all connections at Jacksonville 
Wednesday morning for points North, East and West. 


Tour complete, all expense, includes (1) rail and boat’ 
transportation Miami to Havana and return to Miami, 
including meals and stateroom accommodations aboard 
shpi, (2) pullman berth, Miami to Key West, (3) sight- 
seeing in Key West, (4) breakfast on ship on morning of 
arrival at Key West, (5) transfer of person and baggage 
in Havana, dock to hotel and hotel back to dock, (6) 
hotel room in Havana, (7) all meals in Havana except 
dinner Sunday evening, (8) banquet, (9) all sightseeing 
except Matanzas trip as described in tour, (10) Cuban 
tax of $3.00—the four-day tour complete, all for $77.50. 


Five-Day Tour the Airway—$143.00. Leave Miami 
Saturday, November 23, via regular passenger plane of 
the Pan-American Airways, 8:00 a.m., arriving Havana 
10:15 a.m. Leave Havana Wednesday, November 27, 
3:30 p.m., arrive at Miami 5:45 p.m. All other items 
of tour same as already outlined. 


Four-Day Tour the Airway—$128.00. Leave Miami 
Saturday, November 23, via the regular passenger plane 
of the Pan-American Airways, 8:00 a.m., arriving Ha- 
vana 10:15 a.m. Leave Havana Tuesday, November 
26, 3:30 p.m., arrive at Miami 5:45 p.m. All other 
items of tour same as already outlined. 


Five-Day Tour, the Airway Going and Boat Return- 
ing—$126.50. Leave Miami Saturday morning by Pan- 
American Airways plane, returning Wednesday morning 
by boat. Return trip and all items of tour same as al- 
ready outlined. 


Four-Day Tour, the Airway Going and Boat Return- 
ing—$111.50. Leave Miami Saturday morning by Pan- 
American Airways plane, returning Tuesday morning 
by boat. Return trip and all items of tour same as 
already outlined. 


Reservations should be made direct to 


SouTHERN Mepicar AssociATION, 
Empire Building, 
Birmingham, Alabama 


Passports are not required of citizens of the United 
States entering Cuba from United States ports or leav- 
ing Cuba for United States ports, nor are income tax 
clearances required. It is well for naturalized citizens 
of the United States to have with them their final nat- 
uralization papers. Citizens of other countries must hold 
passports or immigration visas as required by the United 
States, and also be able to comply with all Government 
regulations respecting their entry into the United States. 


Visitors to Cuba are allowed to bring all necessary 
personal belongings to be used while there and not in- 
tended for sale. The customs authorities are liberal in 


their interpretation of the law as long as they are satis- 
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fied with the good faith of the visitor. Citizens of the 
United States returning from Cuba are allowed to bring 
into the United States, duty-free, articles bought in Cuba 
to the value of one hundred dollars. In addition, they 
may bring in fifty cigars or three hundred cigarettes. 
Aigretts and other plummage of wild birds are liable 
to confiscation by United States authorities. 


Two cartons of American cigarettes can be taken into 
Cuba duty-free, but they require six cents stamp tax 
for each package, which has to be put on by the cus- 
toms officials on the dock at Havana, and this takes quite 
a bit of time. It is recommended that Cuban smokes 
be the style while in Cuba. (American cigarettes sell for 
about 60c a package in Cuba.) 


Any one who may go on the five-day tour and wishes 
to remain in Cuba longer than five days may do so by 
settling with the hotel for hotel accommodations after 
breakfast Wednesday morning. The round trip rail and 
boat fare Miami to Havana and return is good for ten 
days. 


The Peninsular and Occidental Steamship Company, 
in connection with the Florida East Coast Railroad, 
have put put into effect a special rate Miami to Havana, 
and return to Miami, $27.50, effective for boats sailing 
from Key West Friday morning, Saturday morning, 
and Monday morning, November 23, 24 and 26, final 
limit of tickets ten days. Pullman fare Miami to Key 
West, $3.50. Regular one-way fare via boat and rail, 
Miami to Havana, or vice versa, $24.70. 


Pan-American Airways, operating ten passenger, tri- 
motor planes, leave Miami every day at 8:00 a.m, 
arriving at Havana at 10:15 a.m., and leave Havana 
every day at 3:30 p.m., arriving at Miami at 5:45 p. m., 
will hold in effect for the Southern Medical Association 
their summer rate of $41.25, Miami to Havana, or vice 
versa, this being at 25 per cent reduction from regular 
fare; round trip $82.50. 


Those who plan to remain in Florida, or in Cuba, 
longer than five days after the meeting should purchase 
railroad tickets to Miami on the one and three-fifths 
fare, round trip. For those who live in the territory 
East of the Mississippi River, South of the Ohio River, 
South of and including the Chesapeake and Ohio Rail- 
road in West Virginia and the Potomac River have a 
rate of one and one-half fare for the round trip, final 
limit November 30, or one and three-fifths for the round 
trip, final limit of thirty days. Those living West of the 
Mississippi River have a rate of one and one-half fare for 
the round trip, final limit November 28, or one and _ three- 
fifths fare for the round trip, final limit thirty days. 
Those living in West Virginia, North of the Chesapeake 
and Ohio Railroad, and in Maryland and other parts of 
the United States have a rate of one and one-half fare 
for the round trip, final limit November 28, or one and 
three-fifths fare, round trip, final limit thirty days. 
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Miami---Where We Meet 


FALL CLIMATE OF MIAMI* 


Probably nothing has had such an important 
part in developing Miami as a playground as 
has its climate. The climate is said to have 
made a profound impression on the Spaniards 
who came to Florida’s shores centuries before 
promoters developed the idea of real estate sub- 
divisions. ‘ 

Then, as now, the word was passed that the 
climate was salubrious. It was said that neither 
cold nor heat was felt here. 


October 1929 


is 73 degrees, with an average maximum of 78 
and an average minimum of 66. The average 
rainfall for November is 3.08 inches, with an 


| average of less than one day without sunshine. 


The wind velocity for November is at a com- 
fortable average of ten miles per hour, which 
assures those unaccustomed to warm weather 
of a cooling breeze. 

The physicians, Mr. Gray assures us, need have 
no fear that a tropical rain will dampen their 
convention ardor. The period immediately fol- 
lowing October 20 and extending through No- 
vember is the driest of all seasons. 

Those who try deep sea fishing may encounter 
a choppy sea now and then. The 


Gulf Stream, due to the prevalence 
of northeast winds, is likely to be a 
little rougher than usual, Mr. Gray 
says, but not rough enough to pre- 
vent the fishing fleet from going out 
after the crafty sailfish. 

Winter weather always brings a 
slightly rougher sea, but it is only 
on rare occasions that the Gulf 
Stream is too rough for comfortable 
navigation by the fishing boats. 

With the promise of such weather 
the medical men can be assured that 
it will be warm enough to make sea 


A typical bathing group on the Beach at Miami. November weather 


permits such scenes. 


Of late years it becomes increasingly apparent 
that thousands come to Miami to escape cold 
weather. The influx generally begins in No- 
vember when chill rains in the North are initiat- 
ing winter. 

This is the season when the weather becomes 
settled in Miami, after the rainy and, on occa- 
sions, windy, season. There is a distinct differ- 
ence in the climate of southern Florida during 
the winter months. Not all of Florida enjoys 
the mild weather, brilliant sunshine and warm 
breezes. North Florida is not in the tropical 
zone, which extends not a great deal farther 
north than Fort Pierce. 

For the members of the Southern Medical 
Association who convene in November, the 
United States Bureau has offered some infor- 
mation through Meteorologist Richard W. Gray. 

The average daily temperature for November 


*By Charles C. Canny, Publicity Department, City 
of Miami. 


bathing a pleasure and motoring one 
of the convention’s best features. 


MIAMI HOTELS 


If one writes to the hotel of his choice and does not 
hear within a reasonable time, or that particular hotel 
has reservations to its capacity, write to Dr. Bascom 
H. Palmer, Jr., Huntington Building, Miami, Florida, 
who is Chairman of the Committee on Hotels. He and 
his committee will take great pleasure in seeing that 
comfortable accommodations are arranged for all who 
desire to attend the Miami meeting. In writing either 
to the hotel or Dr. Palmer, state the kind and price of 
accommodations desired, the day the reservation is to 
become effective, and if possible give the time of day 
the reservation is to begin. 


The first five hotels, the McAllister, Columbus, Wat- 
son, Everglades and Alcazar, are on Biscayne Boule- 
vard overlooking Miami’s lovely tropical park and beau- 
tiful Biscayne Bay. The McAllister Hotel is now booked 
to capacity (9-30-1929). 

McALLISTER HOTEL (General Hotel Headquarters) 

Single room with bath, $4.00 and $5.00. 

Double room with bath (twin beds), $8.00. 
COLUMBUS HOTEL (Headquarters for American So- 

ciety of Tropical Medicine and Southern Associa- 
tion of Anesthetists) 

Single room with bath, $4.00 and $5.00. 

Double room with bath, $6.00, $7.00, $8.00. 
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WATSON HOTEL 
Single room with bath, $3.00 to $5.00. 
Double room with bath, $5.00 to $8.00. 


EVERGLADES HOTEL 
Single room with bath, $3.00. 
Double room with bath, $5.00. 


ALCAZAR HOTEL 
gle rcom with bath, $5.00. 
ouble room with bath, $8.00. 


URMEY HOTEL 
Single room with bath, $4.00. 
Double room with bath, $7.00. 


LEAMINGTON HOTEL 
Single room with bath, $3.00 and $3.50. 
Double room with bath, $5.00 and $6.00. 


DALLAS PARK HOTEL 
Single room with bath, $3.50, $4.00 and $5.00. 
Double rocm with bath, $5.00, $6.00 and $7.00. 


GRAYLNN HOTEL 
Single room with bath, $4.00 and $5.00. 
Double room with bath, $6.00 and $7.00. 


PONCE DE LEON HOTEL 
Single room with bath, $3.00 to $5.00. 
Double room with bath, $5.00 to $8.00. 


ALHAMBRA HOTEL 
Single room with bath, $3.00. 
Double room with bath, $5.00. 


PERSHING HOTEL 
Single room with bath, $3.50. 
Double room with bath, $5.00 and $6.00. 


EL COMODORO HOTEL 
Single room with bath, $3.50 and $4.00. 
Double room with bath, $6.00 and $7.00. 


Correspondence 


HEALTH COLUMN 
Editor, SouTHERN MEDICAL JOURNAL: 


The Duval County Medical Society is thinking of 
running a Question and Answer Column in one of our 
daily papers. It is our understanding that such health 
advice columns are approved of by the American Med- 
ical Association. Please inform us if such publicity 
columns have been successfully run elsewhere in the 
Southern states. We would also like to know the best 
way of conducting such programs: whether the ques- 
tions should be answered by a committee appointed 
by the President or whether it is best carried out by one 
good man. 

Kennetu A. Morris, Secretary, 


Duval County Medical Society. 


Jacksonville, Fla., September 11, 1929. 


(Epitor’s Note: There should be nothing unethi- 
cal in such an undertaking. A small committee could 
be selected to act as it sees fit, either collectively or 
through one of its appointees. Of course the Society 
and not the Committee should sign all communications, 
to avoid unfair publicity for any individuals. Should 
a suitable physician be found who is not in active 
practice, he could be empowered to conduct and sign 
the column under his own name. The experience of 


other medical societies is desired by the Editor.) 
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Handbook of Bacteriology. For Students and Prac- 
titioners of Medicine. By Joseph W. Bigger, M.D., 
Sc.D. (Dublin), F.R.C.P.I., D.P.H., M.R.1.A., Pro- 
fessor of Bacteriology and Preventive Medicine, Uni- 
versity of Dublin; Bacteriologist Sir Patrick Dun’s 
Hospital, and the Royal City of Dublin Hospital. 
Second Edition. 462 pages, illustrated. New York: 
William Wood and Company, 1929. Cloth, $5.00. 

A manual of this type far from being a cram-book 
can help the student master the fundamental facts of 
bacteriology in a short time. Despite its limited size it 
incorporates in its pages the important recent contribu- 
tions in this field. It covers in brief all the phases of 
bacteriological and serological technic. ‘There are sev- 
eral chapters on the most common forms of bacteria 
and protozoa, also a thorough discussion of immunity 
and anaphylaxis. 


The Healthy Baby. The Care and Feeding of Infants 
in Sickness and in Health. By Roger H. Dennett, 
BS., M.D., D.Sc., Professor of Diseases of Children 
and Director of the Department in the New York 
Post-Graduate Medical School. New edition, revised 
with new matter. 266 pages. New York: The Mac- 
millan Company, 1929. Cloth, $1.25. 

The book contains much valuable information for the 
mother. It particularly deals with the every day details 
which many physicians fail to discuss with their pa- 
tients, permitting them to gain erroneous ideas from 
neighborhood gossip. Stress is well placed on sunshine 
and hygiene. The advice on clothing is not quite ap- 
plicable to the Southern states. The author is somewhat 
conservative in his feeding advice, but it is probably 
wise io err on this side when the information is primar- 
ily for the laity. 


The Challenge of Chronic Diseases. By Ernst P. Boas, 
M.D., Attending Physician, Montefiore Hospital for 
Chronic Diseases, and Nicholas Michelson, M.D., Ad- 
junct Physician, Montefiore Hospital for Chronic Dis- 
eases. 197 pages. New York: The Macmillan Com- 
pany, 1929. Cloth, $2.50. 

Written primarily for the educated layman, the book 
nevertheless is of interest to the physician, for it pre- 
sents a problem which he must face both as physician 
and as citizen. The authors have given thorough and 
careful study to this problem of chronic diseases, and 
suggest certain methods of its solution. 


American Illustrated Medical Dictionary. A complete 
Dictionary of the terms used in Medicine, Surgery, 
Dentistry, Pharmacy, Chemistry, Nursing, Veterinary 
Medicine, Biology, Medical Biography, etc. By W. A. 
Newman Dorland, M.D., Member of the Committee 
on Nomenclature and Classifications of Diseases of 
the American Medical Association. Fifteenth Edition, 
Revised and Enlarged. Octavo of 1427 pages, 525 
illustrations, 107 of them in colors. Philadelphia and 
London: W. B. Saunders Company, 1929. Flexible 
binding, Plain $7.00 net; Thumb Index $7.50 net. 
This, it will be noted, is the fifteenth edition of Dor- 

land’s dictionary. The book is an accepted standard, 

and on account of the additions and changes in medical 
terminology the new edition is welcomed. 
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Principles and Practice of Electrocardiography. By Carl 
J. Wiggers, M.D., Professor of Physiology in the 
School of Medicine of Western Reserve University, 
Cleveland, Ohio. 226 pages with 61 illustrations. St. 
Louis: The C. V. Mosby Company, 1929. Cloth, 
$7.50. 

A number of books on this subject have recently been 
written. In none of them, with the exception of Lewis’ 
large volume, are the physical principles underlying 
electrocardiography so well discussed as in the present 
volume. The book is particularly valuable because of 
the physics and physiology contained in it. The differ- 
ent types of electrocardiographs are discussed. There 
is a good presentation of the theoretical significance of 
various deviations from the normal. The data concern- 
ing treatment are theoretical rather than practical, and 
may perhaps “be taken with a grain of salt.” 


Getting Ready to Be a Mother. By Carolyn Conant 
Van Blarcom, R.N., Formerly Assistant Superintendent 
and Instructor in Obstetrical Nursing and the Care of 
Infants and Children at the Johns Hopkins Hospital 
Training School for Nurses. With an introduction by 
J. Clifton Edgar, M.D., Emeritus Professor of Ob- 
stetrics and Clinical Midwifery in the Cornell Uni- 
versity Medical College. Second Edition, Revised. 
286 pages with 82 illustrations. New York: The Mac- 
millan Company, 1929. 

In her usual attractive, clear style Miss Van Blarcom 
presents a volume that will be a very useful handbook 
to the expectant mother. Subjects of importance receive 
most attention and are reduced to practical hints, which 
render the volume an instructive guide. 


Ante-Natal Care. By W. F. T. Haultain, O.B.E., M.C., 
B.A., M.B. (Camb.), F.R.C.S.E., Senior Assistant Ob- 
stetric Physician and late Special Assistant to Ante- 
Natal Department, Edinburgh Royal Maternity and 
Simpson Memorial Hospitals; and E. Chalmers 
Fahmy, M.B. (Edin.), F.R.C.S.E., with Foreword by 
Professor R. W. Johnstone, C.B.E., M.A., M.D., 
F.R.CS.E., Professor of Midwifery and Diseases of 
Women, University of Edinburgh. 113 pages. New 
York: William Wood & Co., 1929. Cloth, $2.25. 
This volume is simply a review of well known and 

universally accepted ante-natal work. Because of its 

simplicity in presentation it will serve as a useful hand 
guide to the uninitiated. 


Your Nose, Throat and Ears, Their Health and Care. 
By L. W. Oaks, M.D., and H. G. Merrill, M.D. 163 
pages. New York and London: D. Appleton & Co., 
1929. Cloth, $1.50. 

This book in popular style might have been of very 
great use twenty years ago, but at the present time the 
public seems to have become a bit over-educated on 
the subject. The volume undertakes to explain what 
the average parent and teacher should know about 
diseases of the nose, throat, and ears. It is brief, def- 
inite, and conservative. The one paragraph on swal- 
lowing of lye might well be transcribed on the walls 
of every American kitchen. The few paragraphs on 
physiology of the nose are to be especially commended. 
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Diseases of the Larynx, Including those of the Trachea, 
Large Bronchi and Esophagus. By Harold Barwell, 
M.B. (Lond.), F.R.C.S. (Eng.), President of the Sec- 
tion of Laryngology, Royal Society of Medicine. 
Third Edition. 278 pages, illustrated. New York: 
Oxford University Press, 1928. Cloth, $3.65. 


This is the third edition of a little work that has 
been popular for twenty years. It contains some splen- 
did material, but it would seem unnecessary to en- 
cumber a book for the general physician and student 
wit hall the details of endoscopy and laryngectomy, 
operations undertaken only by the more thoroughly 
trained specialists. The illustrations are abundant and 
good. A chapter on lues is especially good. The poly- 
pharmacy evidenced in the formulae in the appendix is 
sufficient evidence that treatment is often unsatisfying. 
The volume will be of interest to the general practi- 
tioner and student, but of more real value to the young 
specialist. 

Diagnosis and Treatment of Deformities in Infancy and 
Early Childhood. By M. F. Forrester-Brown, MS., 
M.D. (Lond.), Surgeon, Bath, Somerset and Wilts 
Central Children’s Orthopedic Hospital. With a fore- 
word by Sir Robert Jones, Bart., K.B.E., C.B., 
F.R.C.'S. New York: Oxfcrd University Press, 1929. 


The evident neglect and mistaken advice received by 
most cripples before they come to an orthopedic clinic 
are proof of the need of such a book as this. The phy- 
sician who visits the home sees few deformed children, 
but it is of extremely serious consequence te these few 
if he fails to advise correctly or institute proper. early 
treatment. Without the encumbrance of an overload 
of technical details this small book constitutes a source 
of much information upon the diagnosis and treatment 
of juvenile deformities. It puts the general practi- 
tioner on his guard against overlooking such obscure 
infantile deformities as congenital dislocation of the hip, 
which, while amenable to early treatment, later be- 
come resistant to correction. It will prevent such mis- 
takes as advising parents of children with congenital 
clubfoot to “wait until the baby is older, then take him 
to an orthopedic specialist.” It will show him how to 
prevent those deformities of gradual development which 
often are impossible of correction by the time the 
orthopedic clinic is reached. The book contains much 
that is original and is unusually well presented. 


Physical Examination and Diagnostic Anatomy. By 
Charles B. Slade, M.D., formerly Chief of Clinic in 
General Medicine, University and Bellevue Hospital 
Medical School, New York. Fourth Edition, thor- 
oughly revised. 12mo. of 196 pages with 43 illus- 
trations. Philadelphia and London: W. B. Saunders 
Company, 1929. Cloth, $2.00 net. 


The author’s experience has been that in teaching 
physical diagnosis a short, concise text is all that is re- 
quired. The usual methods of physical diagnosis are 
given in an elementary manner. With the present edu- 
cational requirements of medical schools the use for 
this type of book, unless supplemented by lectures. 
seems doubtful. The practising physician has little 
reason to use the book. 


a 
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Southern Medical News 


ALABAMA 


The Alabama Railway Surgeons met for a two-day 
session in Birmingham, September 2-3, and at the 
close of meeting the following officers were elected: 
Dr. R. L. Sutton, Orrville, President; Dr. G. H. Moore, 
Opelika, Vice-President, and Dr. J. U. Ray, Wood- 
stock, Secretarv-Treasurer. Montgomery will be the 
next meeting place. 

Atmore General Hospital, Atmore, had its formal 
opening on August 24th with more than 400 medical 
men from Alabama and Florida in attendance. 

The Riser Sanitarium, Lafayette, will soon be opened 
with Dr. W. H. Riser in charge. 

Dr. J. A. Jackson, Sulligent, has been elected County 
Health Officer of Lamar County, succeeding Dr. T. E. 
Cato, who resigned recently to accept a position with 
the State Board of Health of West Virginia. 

Dr. Lucius S. Nichols, Abbeville, has been onpeaee 
County Health Officer for Geneva County. 

Dr. Miles A. Copeland, Birmingham, announces his 
removal from the Watts Building to Woodward Build- 
ing. 

Dr. H. E. Leming, Health Officer for Escambia 
County, held a clinic for children at the beginning of 
school. Dr. Leming has examined 2982 school chil- 
dren during the first six months of this year and 
found 1900 of these defective. Of this number 222 had 
the defects corrected, and 215 were found to be physi- 
cally perfect children. 

Dr. L. R. Murphree, Athens, County Health Officer, 
announces that medical and physical examinations 
will be given every school child in the County. 

Dr. Walter Boyce Rountree, Hartselle, and Miss 
Cornelia Mae Lamb, Nashville, Tennessee, were mar- 
ried June 17. 


Deaths 
Dr. Samuel Colvin Cowan, Union Springs, aged 68, 
died August 10 following an operation for appendicitis. 
_Dr. Henry Stanford Persons, Montgomery, aged 60, 
died June 24, following an operation for brain tumor. 


ARKANSAS 


The Basic Science Board held* its first meeting in 
July at Little Rock and elected the following officers: 
Dr. M. J. McHenry, Conway, Chairman; Dr. Louis 
E. Gebauer, Little Rock, Secretary; and Dr. S. C. 
Dellinger, Fayetteville, Treasurer. Other members of 
the Board are Dr. E. L. Whitsit, Jonesboro; Dr. D. A. 
Spessard, Arkadelphia, and C. M. Hirst, State Super- 
intendent of Public Instruction. 

Dr. Pauline Tenzel, Little Rock, has opened offices 
in the Donaghey Building for the practice of diseases 
of children. 

Dr. Sloan M. Sanford, Little Rock, announces the 
opening of his office in the Donaghey Building, limit- 
ing his work to diseases of the eye. 

Dr. T. M. Mitchell, formerly of Mountainburg, has 
removed to Rudy. 

Dr. Gordon Hastings, former Director of the Public 
Health Unit of Union County, has been appointed Su- 
pervisor of Rural Sanitation in Arkansas, with head- 
quarters at Little Rock. 

The Ninth Councillor District Medical Society met 
in July at Harrison and the following officers were 
elected for the year: Dr. Gladden, Western 
Grove, President; Dr. D. L. Owens, Harrison, First 
Vice-President; Dr. J. C. Blackwood, Harrison, Sec- 
ond Vice-President, and Dr. J. R. Fowler, Harrison, 
Secretary-Treasurer. 

Dr. A. B. Williamson, formerly of Chickalah, has 
moved to Alpin. 

Dr. Frank Vinsonhaler, Little Rock, was presented 
with a set of silver by the Arkansas Medical Society 
in appreciation of his service in the passage of the 
Basic Science Bill. 


Deaths 


Dr. John Smith Waddle, Hope, aged 80, died July 
11 of mitral stenosis. 
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Dr. William Wesley Ireland, Gentry, aged 73, died 
June 17 of carcinomatosis. 


DISTRICT OF COLUMBIA 


At a recent meeting of the Medical Society of the 
District of Columbia the following officers were 
elected: Dr. John A. Foote, President; Dr. William J. 
Mallory and Dr. Kate B. Karpeles, Vice-Presidents; Dr. 
Coursen B. Conklin, Secretary-Treasurer (re-elected); 
Dr. Henry C. Macatee, Delegate to the A. M. A. with 
Dr. Frank Leech as Alternate; Executive Committee, 
Dr. Harry H. Kerr, Dr. R. Arthur Hooe and Dr. Wm. 
H. Hough, all of Washington. 

Major Robert D. Harden, Medical Corps, U. S. Army, 
was recently appointed a member of the National 
Board of Medical Examiners. He will succeed Col. 
Joseph F. Siler, who has been detailed to Canal Zone. 

A typhoid epidemic recently followed a luncheon of 
the Arlington County W. C. T. U. a* Washington. 
Nine women out of the thirty-one present developed 
typhoid which is believed to have been due to a car- 
rier who assisted in preparing the food. 


Deaths 
Chenoweth Larkin Percefull, Wash- 


Dr. Abraham 
died July 14 of carcinoma of the 


ington, aged 54, 
bladder. 

Dr. Harry C. Frankenfield, Washington, aged 66, 
died July 29 of injuries received when struck by an 
automobile. 


FLORIDA 


Dr. Wm. N. Parkington, St. Augustine, formerly 
Chief Surgeon of the Florida East Coast Railway and 
Hospital, has been appointed Dean of the Temple 
University School of Medicine, Philadelphia. 

Dr. F. L. Fort, Jacksonville, has returned from Eu- 
rope, where he attended the meeting of the American 
and British Orthopedic Associations in London. While 
away Dr. Fort visited clinics in New York, Liverpool 
and London. 

Dr. G. F. Oetjen and Dr. C. B. Mabry, Jacksonville, 
have returned from Europe. While there they visited 
Germany and France and also took short courses at 
the University of Berlin. 

Dr. James K. Biddle, formerly of Daytona Beach, has 
moved to Mansfield, Ohio. 

Dr. Oliver James Hart has moved from Tampa to 
the New York Post-Graduate Medical School and 
Hospital, New York. 

Dr. Joel Whitaker, Miami, has removed to Indianap- 
olis, Indiana. 

Dr. W. P. Duncan, Tampa, announces the removal of 
his offices to Tampe Theatre Building. 

Dr. Chas. D. Cleghorn, Miami, has moved his offices 
to the Huntington Building. 

Dr. H. Quillian Jones, Fort Myers, has become as- 
sociated with Dr. J. William Jones, and they have 
moved to larger offices in the Leon Building. 


Deaths 
Dr. David Granville Humphreys, Jr., Jacksonville, 
aged 29, died June 25 of agranulocytic angina. 
Dr. Woodford John Copeland, Coral Gables, aged 44, 
died August 10 of angina pectoris. 
Dr. James Romulus Klyce, Ellenton, aged 77, died 
June 28 of uremia, following prostatectomy. 


GEORGIA 
Taylor, Savannah, was appointed Cap- 
Detachment of the 118th Field 
encampment at 


Dr. Lloyd B. 
tain of the Medical 
Artillery and attended the annual 
Camp Jackson, South Carolina. 

Dr. Hamilton G. Ansley, Decatur, has become asso- 
ciated with his father, Dr. W. S. Ansley, in the prac- 
tice of medicine. 

Dr. J. M. Byne, Jr., a recent graduate of the Uni- 
versity of Georgia Medical Department, has located at 
Waynesboro. 

Dr. W. L. Pomeroy, Waycross, 
with Dr. Raymond L. Johnson. 

Dr. George F. Eubanks, Jr., Atlanta, has opened of- 
fices in the Hurt Building. 

Dr. Edwin S. Wright, Atlanta, has become associated 


is now associated 
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with Dr. Calhoun McDougall, practicing otology, 
laryngology and rhinology, with offices in the Medical 
Arts Building. 

Dr. J. Harold Nicholson, Atlanta, has moved his 
cffices to 26 Linden Avenue. 

Dr. Bomar A. Olds has returned to Atlanta to prac- 
tice after three years at the Massachusetts Eye and 
Ear Infirmary and Harvard Medical School doing post- 
graduate work in ear, nose and thoat, and opened 
offices in the Medical Arts Building. 

Dr. Edgar Boling, Atlanta, is now associated with 
Dr. T. C. Davison, with offices at 478 Peachtree Street. 

Dr. Earl Kilpatrick Lazenby, Augusta, was married 
to Miss Mattilu Phillips of Tifton, June 19 

Dr. Joseph G. Crovatt, Waycross, and Miss Florence 
Louise Griner, Camilla, were married July 7. 

Dr. George B. Adams and Miss Virginia Surtees, both 
of Atlanta, were married August 3 


Deaths 

Dr. Harvey Otis Byrd, Atlanta, aged 43, died June 28 
of brain tumor. 

Dr. Benjamin F. Johnson, Garfield, aged 57, died 
June 29 following an operation for gallstones. 

Dr. Robert C. Wiley, Sparta, aged 75, died July 16. 

Dr. Newton Craig, Atlanta, aged 60, died August 4 
of angina pectoris. 

Dr. Robert C. Moseley, Atlanta, aged 58, died June 
28 after an illness of a year. 

Dr. William E. Farley, Columbus, aged 54, died July 
16 of intestinal obstruction and myocarditis. 

Dr. George Washington Bordeaux, Chester, aged 61, 
died June 26 of nephritis. 


KENTUCKY 


The Scott County Medical Society recently sponsored 
tuberculosis clinics at Sadieville, Georgetown and 
Stamping Ground. 

Trachoma clinics were held in Perry, Leslie and 
Clay Counties in July by Dr. Robert Sory, who is 
the surgeon in charge cf the Irvine-McDowell Memorial 
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Hospital, Richmond. This work was done under the 
joint supervision of the Kentucky State Medical As- 
sociation and the U. S. Public Health Service. Dr. 
Sory recommends the leasing of another building for 
trachoma work. The Irvin-McDowell Hospital has a 
capacity of thirty beds and is always filled and has a 
waiting list of more than twice as many. 

Dr. Leon L. Solomon, Louisville, has removed his 
offices to the Breslin Medical Arts Building. 

Dr. J. Kenneth Hutcherson, Louisville, announces the 
removal of his offices to the Francis Building. 

Dr. Wm. Barnett Owen and Dr. Robert Lee Wood- 
ard, Louisville, announce their parthership in ortho- 
pedic surgery, with offices in the Heyburn Building. 

Dr. Arthur Clayton McCarty, Louisville, has moved 
his offices to the Heyburn Building. 

Dr. Robert Lee Bird and Mrs. Deliah Herbert, both 
of Covington, were married in July. 

Deaths 

Dr. Thomas Liggett Baley, Madisonville, aged 41, 
died June 23 of pneumonia. 

Dr. Phil Lee Fuson, Arjay, aged 43, died July 
6 of peritonitis following an operation for appendicitis. 

Dr. Edward Stumbo, Martin, aged 49, died July 3 
of pneumonia. 

Dr. Thomas Stapleton Bullock, Lexington, aged 70, 
died July 27 of multiple sclerosis. 


LOUISIANA 

Dr. Amedee Granger, New Orleans, Head of the De- 
partment of Radiology of the Graduate School of Medi- 
cine of the Tulane University of Louisiana, and Di- 
rector of the X-ray Department of the Charity Hos- 
pital, has received, through the Consul-General of 
Belgium, the citation conferring upon him the dis- 
tinction of Knight of the Order of the Crown. This 
distinction is next to the highest conferred by Bel- 
gium and is ranked only by the Order of Leopold, out- 
ranking the Order of Leopold II. This honor was be- 
stowed upon Dr. Granger in recognition of his philan- 
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rooms and special clinics. 


Massachusetts. 


Massachusetts General Hospital 


Boston, Massachusetts 


Graduate Course In Surgery 
NOVEMBER, 1929 
Daily 9 A. M. to 4 P. M. 


The morning sessions will be given over chiefly to observation in the operating 


There will be opportunities to attend ward visits of Special Clinics at regular 
specified intervals each week. The Clinics include Fractures, Chest Surgery, 
Peripheral Circulatory Diseases, and Diabetic Surgery. 


The afternoon sessions will include at least one lecture or demonstration, and 
an opportunity to examine new cases admitted to the hospital. 


Attendance limited to twelve. Fee $100, plus $5 registration fee. 


Detailed prospectus of course sent on request. Applications should be made 
to the Assistant Dean, Courses for Graduates, Harvard Medical School, Boston, 
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Peninsular & Occidental S. S$. Cuba in Havana Harbor opposite famous Prado and Malecon 


HAVANA, CUBA 


Less Than 7 Hours from Key West, Florida 


At the request of the Southern Medical Association reduced round-trip rates have been authorized 
for its members attending the Miami Meeting, November 19-22. 


ROUND TRIP, $27.50, MIAMI-HAVANA and RETURN. Tickets limited to 10 days from 
date of sale and include meals and berth aboard ship. Rate in effect for ship sailing Friday, 
Saturday and Monday mornings. 

Your trip to Florida is not complete without a trip to Havana, ‘THE PARIS OF AMERICA”. A beautiful booklet 
descriptive of Havana and full information in connection with the trip cheerfully furnished upon application to this 
company’s offices. 

THE PENINSULAR & OCCIDENTAL STEAMSHIP COMPANY 
601 Florida National Bank Bldg., Jacksonville, Fla. 
211 S. E. First St., Miami, Fla. 


“AFTER MIAMI, CUBA” 


“The loveliest land that human eyes have ever 
seen,” Christopher Columbus, October, 1492. Ex- 
travagant statement—yes, perhaps. But at that, even 
after more than four hundred years, there is much 
of truth in Christopher’s remark. 


It is not likely that’ there will ever again come to 
physicians in the South and their ladies an oppor- 
tunity to see the “lovely land of Cuba” under cir- 
cumstances so favorable and at so low a cost. 


The Association has arranged an official SM A all- 
expense personally conducted post-convention tour. 
Everything worth seeing that can be seen in the time 
given will be seen and there is some special entertain- 
ment arranged for the physicians and their ladies. 
See page 947 for full details and price. Reservations 
ae be made to the Association office at Birming- 

am. 

Picture to the left is Sevilla-Biltmore Hotel, on the 
beautiful Prado, general headquarters for the tour. 

SOUTHERN MEDICAL ASSOCIATION 
Empire Building 
Birmingham, Alabama 


Note the striking picture of Havana at top of page. The beautiful Prado is seen just at the left of the steamer smokestack; 
the high, white building is the Hotel Seville-Biltmore; the dome just over and to the right of the hotel is the new Capitol, now 
nearing completion, and one of the most beautiful buildings, inside and out, on the Western hemisphere, costing sixteen million 
dollars (worth a trip to Cuba to see); the building to the extreme left with dome and park in front is the President’s Palace. Those 
on our tour will be personally conducted through the Capitol and will be received at the President's Palace. 
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To the 23rd Annual Meeting 


Southern Medical Association 
MIAMI, FLA., NOV. 19-22 


Use the splendid service of the 


Louisville & Nashville R.R. 


In Connection With the 
‘“‘President’s Special” 


“The 


Leaves Cincinnati _______ .. 8:30 P.M., Nov. 17 
7:30 P.M., Nov. 17 
” Knoxville _ _... 3:49 A.M., Nov. 18 
Arrives Atlanta —_- 8:40 A.M., Nov. 18 
“The Dixie Limited” 
Leaves St. Louis 4:22 P.M., Nov. 17 
Evansville 9:20 P.M., Nov. 17 
” Nashville 1:40 A.M., Nov. 18 
Arrives Atlanta __ 8:55 A.M. Nov. 18 
“The President Special’ 
Leaves Atlanta 9:05 A.M., Nov. 18 
Arrives Jacksonville 8:45 P.M., Nov. 18 
Miami 7:30 A.M., Nov. 19 
Apply to Louisville & Nashville R. R. representa- 


tives for information, or address R. D. Pusey, 
, L.&N.R.R., Louisville, Ky. 


Why not go with the President the President’s Way? 


October 1929 


(Continued frcm page 954) 


thropy in presenting the Kingdom of Belgium the un- 
restricted use of his valuable apparatus for the local- 
ization of foreign bodies with the x-ray. The appa- 
ratus proved of enormous service during the World 
War. 

The Board of Directcrs of the Charity Hospital, New 
Orleans, has allocated five hundred beds in the hos- 
pital for the exclusive use of the Tulane School of 
Medicine. 

Dr. Wilscn W. Knowlton, New Orleans, who resigned 
as Director of the St. Landry Parish Health Unit, was 
tendered a banquet by the St. Landry Parish Medical 
Society. Dr. Junes Victor Roule, Jr., was appointed to 
succeed Dr. Knowlton. 

Dr. Rudolph Matas, New Orleans, was_ recently 
elected one of the Honorary Presidents of the Inter- 
national Congress of Surgery, at their recent meeting 
in Warsaw, Poland. 

Dr. John L. Kelly, Oak Grove, has been appointed 
a member of the State Board of Health. 

Dr. Herbert R. Unsworth, New Orleans, Director of 
Bureau of Mental Hygiene of the State Board of 
Health, has been appointed Consulting Neurologist to 
the East Louisiana State Hospital at Clinton. 

During the week ending August 10, there were 153 
deaths in New Orleans, 82 of whom were white and 
71 colored. Fifteen children under one year of age 
died during the week, 11 of whom were colored, with 
a death rate of 18.5. During the corresponding week 
of last year there were 150 deaths with the death rate 
of 18.3, approximately the same as this year. 

Dr. Oswald Fenton Hedley, New Orleans, was mar- 
ried to Miss Charlotte Marie Best, Round Hill, Vir- 
ginia, June 26. 

Deaths 

Dr. Robert Glen Gilbert, New Orleans, aged 63, died 
February 15 of acute dilatation of the heart. 

Dr. John Lamar Kimbell, Shreveport, aged 67, died 
June 29 of heart disease. 
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OFFICIAL ROUTE: 


Central of Georgia Ry. 
Atlantic Coast Line R. R. 
Florida East Coast Ry. 


Why not go with the President the President’s Way? 


Go to Miami—on the 
PRESIDENT’S SPECIAL 


The train for the President and Members of the 
Southern Medical Association 


From Atlanta—November 18th 


Nov. 18—Lv. Atlanta... 9:05 a.m.__C.ofGa.Ry 
Lv. Macon___._. 11:40 a.m.__C.ofGa.Ry 
Lv. Albany____.. 3:20 p.m.__.A.C.L.Ry. 
Lv. Waycross... 6:40 p.m.__A.C.L.Ry. 


Ar. Jacksonville 8:45 p.m._._A.C.L.Ry. 

Lv. Jacksonville 9:35 p.m._.F.E.C.Ry. 

Nov. 19—Ar. Miami._........ 7:30 a.m....F.E.C.Ry. 
High-Class Pullman Equipment 


NOTE: Convenient connection offered at Atlanta 
from points in Alabama, Arkansas, Kentucky, 
Louisiana, Mississippi, Missouri, Oklahoma, 
Tennessee, Texas, West Carolinas and Western 
West Virginia. 


For reservations, etc., call on T. J. Stewart, D.P.A., 

C. of Ga., 38 Walton St. ., Atlanta, or M. H. Brad. 

ley, D.P. A. A.C.L., 104 Central Ave., Atlanta, or 

any other Representative of C. of Ge., 
Ry. 
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“That Agrees With 


the Symptoms” 


HE interpretation of radiographs is no work 
To a modern crystal gazer. The roentgenolo- 
gist can do his part properly only with the 
closest cooperation of the physician who re- 


fers the case. 


Subtle symptoms which only the family phy- 
sician may recognize are often of the greatest 
importance in deciding upon the correct diag- 
nosis. For the x-ray, in addition to showing 
the presence of disease, is of great value in de- 
termining its extent, that is, the stage that 


it has reached. 


The treatment and prognosis will certainly 


Eastman Kodak Company, Medical Division, 
347 State Street, Rochester, N. Y. 


Gentlemen: 


differ at different stages in the progress of the 
infection. It is necessary, therefore, that the 
general practitioner not only refer his patients 
to the roentgenologist for radiographs but 
that he work with the roentgenologist in the 


closest manner. 


The maximum results from the application of 
x-rays in diagnosis are obtained only when 
proper exposure and processing technics are 
employed with a capable recording medium. 
Eastman Dupli-Tized X-ray Films Contrast 
and Super-Speed on Nitrate or Safety base 
are capable recording mediums. Most roent- 
genologists use them. 


Please place my name on the mailing list for ‘X-ray Bulletin and Clinical Photography.” 


This does not obligate me. 
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nshine 
days a year, 7, 


thus does EL PASO 
fill the sunshine 


prescription. 


HERE one stays outdoors almost the 
year around. Your patient will be 
happy and comfortable on the porch in 
El Paso. Your patients’ friends and rela- 
tives will find El Paso a most delightful 
winter resort. 


HIGH, DRY, and SUNNY, that’s El Paso 
all the time—winter and summer. El Paso 
is 800 miles from Houston and the Gulf, 
650 miles west of Ft. Worth, out in the edge 
of Rockies and well within the 80% sun- 
shine belt of the Scenic Southwest. 

May we tell you more about this land where 
thousands have found relief from tubercu- 
losis and other diseases of the respitory 
organs. 


Have Your Secretary Mail This Coupon TODAY! 


El Faso 


324 Chamber of Commerce Building. 
Please send me your two free booklets, ‘'Filling the Sunshine Pre- 
scription” and ‘El Paso, in the Land of Better Living.’’ 


Address 


October 1929 


(Continued from page 34) 
MARYLAND 


The Board of Directors and members of the staff of 
the new Emergency Hospital at Easton invited the 
physicians of Kent, Queene Anne, Caroline, Talbot and 
Dorchester Counties to a dinner at the Hospital. The 
guests formed an asscciate staff for the Hospital and 
elected Dr. Henry G. Simpers, Chestertown, Presi- 
dent, and Dr. Dawson O. George, Denton, Secretary. 

Ten cases of undulant fever were reported to the 
State Health Department in the first six months cf 
1929, Only five cases were reported in the same period 
last year. 

The Home for the Infirm, a unit of the Hebrew Home 
for the Aged and Infirm, Baltimore, was dedicated 
July 21. 

The Wilmer Ophthalmological Institute, Baltimore, 
will be dedicated October 15-16. The program will in- 
clude addresses by Hofrat Ernst Fuchs of the Uni- 
versity of Vienna on “‘The Development of Ophthal- 
mology in Europe”; Sir John Herbert Parsons of the 
University of London, on ‘‘Color Vision and Its Anom- 
alies,’” and Dr. George E. de Schweinitz of the Grad- 
uate School of Medicine of the University of Pennsyl- 
vania on “Some Contributions and Phases of Ameri- 
can Ophthalmology.” 

Dr. Leon J. Malock has been avrointed a member of 
the staff of the Laurel Sanatorium, Laurel. Dr. Ma- 
lock has just recently completed his internship at 
Mercy Hospital, Toledo, Ohio. 

Dr. Hugh H. Young, Baltimore, who is Chairman 
of the State Aviation Commission, is abroad in- 
specting airdromes and factories in England, Italy, 
France, Holland, Germany and Switzerland. 


Deaths 


Dr. Eberle Geddings Welch, Baltimore, aged 79, died 
June 26 of senility. 


MISSISSIPPI 


Dr. J. M. Ferguson, Surgeon in charge of the Vet- 
erans’ Hospital, Gulfport, announces that $150,000 
will be spent by the Governmert in constructicn of an 
additional building and improvement of others. This 
will include recreational buildings, a nurses’ hcme and 
quarters for medical officers in charge. 

Dr. Temple Ainsworth, Laurel, has resigned as 
Resident Surgeon of the South Mississippi Charity 
Hospital, to become associated with Dr. Frank Van 
Alstine, Jackson, in genito-urinary work. 

Dr. William F. Hand, State Line, has been appointed 
Resident Surgeon at the South Mississippi Charity 
Hospital, Laurel. 

Dr. Dana V. Clark, representative of the American 
College of Surgeons, recently inspected the South 
Mississippi Charity Hospital, Laurel, and made only 
three minor recommendations which had to do with the 
keeping of records. The Hospital has recently im- 
proved its buildings and installed new equipment. 

Dr. Robert W. Smith, Canton, has been named 
Health Officer for Madison County. 

Dr. Harvey F. Garrison, Laurel, has been appointed 
Assistant Director of the Jones County Health Unit. 
He will be in charge during the absence of Dr. Hardie 
R. Hays, Director, on account of illness. 

Deaths 

Dr. James Franklin Taylor, 
died ‘July 29 of heart disease. 

Dr. William Stewart Hamilton, Jr., Jackson, aged 41, 
died July 1 of nephritis. 


Booneville, aged 61, 


MISSOURI 


St. Louis University School of Medicine, St. Louis, 
has made several changes in the organization of de- 
partments, including the establishment of a full De- 
partment of Radiology with Dr. LeRoy Sante as Di- 
rector. The Department of Anatomy has been divided 
into a section of micro-anatomy with Dr. Arthur Kuntz 
in charge and a section of gross anatomy with Dr. 
Daniel M. Schoemacker in charge. Dr. William D. 


(Continued cn page 38) 
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GETTING FRUITS and 
VEGETABLES INTO 


unwilling mouths 


When mothers bring 
you underweight, un- 
der - nourished children 
who should eat plenty of 
fruits and vegetables but 
don’t “like” them — why not 
prescribe Knox Gelatine vege- 
table salads and fruit desserts? 


When vegetables or fruits are com- 
bined with Knox Sparkling Gelatine 
they have a new appearance—a differ- 
ent flavor. Children love the gelatine— 
they enjoy eating the fruits or vegetables. 
And the gelatine actually aids their diges- 
tion and increases the food value. 


Knox Sparkling Gelatine is an excellent protein 
—it is a great aid to growing children. Be sure, 
when you prescribe gelatine, to specify Knox—the 
real gelatine. It contains many valuable amino acids 
promoting growth. Knox Gelatine is never flavored or 
sweetened—nor is any coloring matter added. 


May we send you recipes for treating not only mal-nutrition, 
but diabetes, convalescence and other conditions? Our ma- 
terial on gelatine should be helpful to you—please check the 
booklets you wish and send us the coupon. 


KNOX GELATINE LABORATORIES | 
408 Knox Avenue, Johnstown, N.Y. 

Please send me, without obligation or 
expense, the booklets which I have 
marked. Also register my name for fu- 


ture reports on clinical gelatine tests as | 

they are issued. 

(1 Diet in the Treatment of Diabetes 

Reducing Diet | ‘AY 


Soft Diets 

0 Recipes for Anemia 

(J Value of Gelatine in Infant and 
Child Feeding 
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McKesson Universal Unit No. 100 


SIMPLICITY?—YES 


When using McKesson appliances 
you are able to do precisely what you 
want to do with the least manipulation 
and attention to the apparatus. 

The mixture, the rebreathing, and 
the flow of gases are all automatically 
regulated by the breathing of the 
patient. 


Write for information. 


Toledo Technical Appliance 
Company 


2226-32 Ashland Avenue 
Toledo, Ohio, U.S.A. 


(Continued from page 36) 


Collier has been made Director of the Department of 
Pathology and Dr. William E. Sauer, Director of thé 
Department of Otolaryngology. 

The Gasconade-Maries-Psage County Medical So- 
ciety met recently and elected the following officers for 
the ensuing year: Dr. Julius Lingenfelder, Hermann, 
President; Dr. J. J. Ferrell, Owensville, Vice-President, 
and Dr. M. E. Spurgeon, Red Bird, Secretary-Treas- 
urer. 

Dr. George A. Johns, St. Louis, has been appointed 
Superintendent of the State Hospital No. 3, at Nevadu, 
succeeding Dr. James H. Parker. 

The City Council of Hamilton has _ passed 
an ordinance to control the milk supply as recom- 
mended by the State Board of Health and all dairies 
are being rapidly rebuilt to comply with the ordinance. 
J. P. Clark, V. S., of the State Board of Health, is 
supervising the work with L. C. Smith, V. S., as 
local inspector. 

At the recent annual meeting of the Missouri So- 
ciety of Medical Secretaries the following officers were 
elected for this year: Dr. J. Milton Singleton, Kansas 
City, President; Dr. C. D. Humberd, Barnard, Vice- 
President, and Dr. J. T. Hornback, Nevada, Secretary. 

The Association of Assistant Physicians of Missouri 
recently held a meeting at State Hospital No. 4, Farm- 
ington. 

Dr. William H. Luedde, St. Louis, who is the Di- 
rector of the Prevention of Blindness Department of 
the Missouri Association for the Blind, attended the 
International Ophthalmclogical Congress in Amster- 
dam, Holland, on September 10 and presented the Les- 
lie Dana Gold Medal for 1929 to Dr. Ernest Fuchs, 
Vienna, in recognition of “the most outstanding 
achievement in the prevention of blindness and the 
conservation of vision.’”” The medal is given annually 
by Mr. Leslie Dana of St. Louis, but this is the first 
time it has gone to anyone outside of the United 
States. 

Dr. Joseph W. Charles and Dr. Martin Haywood 
Post, Jr., St. Louis, attended the International Oph- 
thalmological Congress in Amsterdam in September. 

Dr. Wallace S. Petty, Caruthersville, is now con- 
nected with the Department of Child Hygiene Co- 
operative Health Work of the State Health Depart- 
ment. 

At the Central Registry of Nurses, St. Louis, 1s 
maintained a list of transfusion donors by the Blood 
Transfusion Committee cf the Community Council. 
The work was started three years ago by this Commit- 
tee and since that time 275 transfusions have been 
given by donors, fifty of which were free. The regu- 
lar fee given donors for each transfusion is $25.00. 

The death rate for Missouri for 1928 was 1,284.9 per 
hundred thousand of population, as compared with 1,- 
161.1 in 1927. The estimated population for 1928 was 
3,523,000 and for 1927, 3,510,000. 

Dr. Robert M. Evans, St. Louis, and Miss Irene 
Brubaker, Russiaville, Indiana, were married July 27. 

Dr. Howard Anderson McCordock, St. Louis, and 
Miss Ruth Darby, Buffalo, were married June 29. 


Deaths 

Dr. Alfred A. Gray, Calhoun, aged 61, died May 31 
of carcinoma of the throat. 

Dr. Robert L. Shadburn, Windsor, aged 78, died 
July 15 of paralysis. 

Dr. John Calvin Klepinger, Kansas City, aged 59, 
died August 8, of cerebral hemorrhage. 

Dr. Arthur Vincent Campbell, St. Louis, aged 75, 
died July 26 of nephritis. 

Dr. Hugh James Patton, McFall, aged 62, died June 
22 of acute uremia following pyelonephritis. 

Dr. Charles Francis Martin, Kansas City, aged 55, 
died June 27 of bronchopneumonia and myocarditis. 

Dr. Herman L. Wichmann, St. Louis, aged 63, died 
July 13 of cardiac asthma and chronic nephritis. 

Dr. Frederick B. Drescher, St. Louis, aged 67, died 
July 12 of lobar pneumonia. 

Dr. Lewis Carthrae, Sr., Corder, aged 84, died July 5 
of senility. 

Dr. Emmett Pryor Harrison, Raytown, aged 59, died 
June 17 of mitral insufficiency. 


(Continued on page 40) 
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ITH very few exceptions every worth-while 

WY sevcormen and improvement of the art 
had its inception in the laboratory of the 
practicing Roentgenologist or the Therapist... in a 


| 


TT university, equipped with the finest of instruments 
The master control and manned by an impressive staff... or again, in 
> SS a simple room, provided with the bare essentials in 
— , a ao = the way of apparatus; isolated — as likely as not — 
X-Ray Generators. in a community that still looks at the post office as a 


social institution. 


The setting is immaterial. It is the scientific point of 
view, the patient pursuit of a better way, the fine 
impatience with methods not yet perfect that leads 
M ERICA the way to progress. The American X-Ray Corpo- 
ration well realizes that if it can place today at your 
disposal X-Ray and Physical Therapy devices of 
extraordinary precision, beautifully accurate instru- 
URRY ments which you can depend on to produce exactly 
Conronstion the diagnostic and therapeutic results you anticipate 
—it is because of these unselfish contributions which 
you have made to the art. 


The Research Laboratory of the American X-Ray 
Corporation—conceded to be the finest of its kind 
in the history of the X-Ray industry ... our Engi- 
neering staff, manned by experts of outstanding 
prominence in their fields — all of these facilities of 
equipment and manpower are pledged to co-oper- 
ate with you at all times in any development that 
leads to progress. 


AMERICAN X-RAy GORPORATION 


719 West Lake Street 
Chicago, U.S.A. 


Manufacturers of X-Ray and 
Physical Therapy Apparatus 
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cA Supremely Valuable Modality 
In Light Therapy 


Britesun Duo-Arc Automatic Lamp 


Light therapy has earned a place of great im- 
portance in the efficient treatment of certain 
diseases. The problem, in many cases, is not 
whether or not to use light treatment; the 
problem is just which type to use. 

The United States Bureau of Standards has 
gone much of the way in solving this problem 
through its tests of artificial illuminants, prov- 
ing that the carbon arc lamp produces rays 
which are “the nearest approach to sunlight.” 
Through the use of the Britesun Duo-Arc 
Automatic Lamp the solar spectrum can be 
duplicated. Visible, infra-red and ultra-violet 
may be obtained in various intensities as de- 
sired. Thus any diseased condition which 
light therapy might help can be readily 
treated with this versatile lamp. 

This easily operated lamp attains full efficiency im- 
mediately on turning on the current. It is durable— 
there is nothing to deteriorate or wear out. This 
permits a standardized technique with dosage pre- 
scribed within the most narrow limits. 


Write, without obligation, for full 
information concerning this lamp. 


BRITESUN, INC: E 
ULTRA VIOLET ~RADIANT THERAPY ~INFRA RED 
3735-39 Belmont Avenue, Chicago 
Authorized Distributors in All Leading Cities 


SOUTHERN MEDICAL JOURNAL October 1929 


(Continued from page 38) 


Dr. Thomas Lee Haney, Flat River, aged 58, died 
July 22 of acute dilatation of the heart. ; 


NORTH CAROLINA 

Dr. L. A. Crowell, President of the State Medical 
Society, has made the following appointments to repre- 
sent the Scciety at the Eleventh Decennial Con- 
vention for the Revision of the Pharmacopoeia of the 
United States of America: Dr. R. O. Lyday, Greens- 
boro; Dr. W. C. Bostic, Forest City, and Dr, I. M. 
Proctor, Raleigh. 

Contract for the City Memorial Hospital, Thomas- 
ville, has been let at a cost of $100,000, work to begin 
soon. 

At the recent meeting of the North Carolina Hospital 
Association the following officers were elected: Dr. D. 
A. Garrison, Gastonia, President; Dr. Eva M. Locke, 
White Rock, Vice-President, and Dr. L. V. Grady, Wil- 
son, Secretary-Treasurer, 

A $25,000 appropriation for a tuberculosis sanatorium 
for Wayne County has been approved by the Wayne 


- County Board of Commissioners. 


Dr. Thomas J. Sasser has been appointed School 
Physician in the Department of Health, Charlotte. 

Dr. Jchn D. MacRae, Asheville, announces that his 
son, Dr. J. D. MacRae, Jr., is now associated with 
him in the practice of x-ray and radium diagnosis and 
therapy. 

The Clinic Hospital Staff, Greensboro, has appointed 
Dr. J. Henry Bayles as President and Dr. Casper W. 
Jennings as Secretary. 

Onslow County Medical Society announces that ev- 
ery licensed physician in that County is a member of 
the Society. 

The North Carolina State Society for the Control 
of Cancer has set aside the second week of October 
as Cancer Week and requests that each county medi- 


(Continued on page 42) 


The ‘“MESCO” Laboratories 
manufacture the largest line of 
Ointments in the world. Sixty 
different kinds. We are origi- 
nators of the Professional Pack- 
age. Specify “MESCO” when 
prescribing Ointments. Send 
for lists 


MANHATTAN EYE 
SALVE COMPANY 


Louisville, Kentucky 
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Where Men 


Go Down 


to the Sea 
In Ships 


In New England the cod is 
more than a fish. It is a tradi- 
tion. And in New England we 
claim credit for much of the re- 
search that resulted in the mod- 
ern, palatable, vitamin-potent cod 
liver oil which has been of such 
value to the medical profession, 
not only in combating rickets but 
in building up energy and step- 
ping up resistance to disease. 


There is no substitute for cod liver oil, and it has 
been definitely established that its value does not 
depend upon the presence of one vitamin, but on 
the combination of Vitamins A and D. 


Patch workers on the sea-going steam trawlers, in 
the shore plants, and in the laboratory are combined 
into a trained, experienced force that produces for 
you Patch’s Flavored Cod Liver Oil, standardized as 
to Vitamin A and D potency, presenting this vitamin 
potency in safe and familiar dosage. 


And, in addition, it is an unusually palatable prod- 


uct, which palatability we would like to demonstrate 
to you by sending you a sample. 


Patch’s Flavored — 
Cod Liver Oil 


The E. L. Patch Company 
Boston, Mass. 


The E. L. Patch Co., 

Stoneham 80, Dept. SM.10, 

Boston, Mass. 

Gentlemen: Please send me a sample 
of Patch’s Flavored Cod Liver Oil 
and literature. 
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(Continued from page 40) 
cal society form a committee to arrange to hold 


clinics. 
«WCIDOPHILUS| @ ULTURE Dr. Edmund Eugene Robinson, Concord, was mar- 
ny ried to Miss Mildred Eaves in June. 


Dr. Paul Rutherford MacFayden, Jr., Concord, was 
married to Miss Martha Elizabeth Goodwin, Louisa, 
on August 3. 

Dr, William T. Harris and Miss Sara Tomlinson, 
both of Troy, were married July 17. 


Deaths 
i Dr. James Beal Angle, Ocracoke, aged 80, died June 
cillus Acidophilus will readily appre- Dr. Joseph Richard Pope, Enfield, aged 80, died June 
4 of heart disease. 
ciate the advantages of a culture in a Dr. W. A. Wakefield, Charlotte, aged 74, died Au- 
H gust 12. 

convenient form and which is always Dr. W. F. Crouse, Crouse, aged 40, died August 11 

acceptable to the patient. at Cocasola, Panama Canal Zone. 


Dr. Hugh Brantley York, Williamston, died August 
30 from a stroke of apoplexy which occurred August 


18. 
BACILLUS ACIDOPHILUS 
CULTURE (B. A. CULTURE) is OKLAHOMA 
issued in 4-ounce bottles,—effective, The Harmon County Medical Society recently elected 


4 H _ the following officers for the ensuing year: Dr. J. E. 
convenient and economical. Its — Jones, Hollis, President; Dr. W. T. Ray, Gould, Vice- 
able taste appeals to the patient at President; and Dr. Russell Lynch, Hollis, Secretary- 
Treasurer. 

Dr. Ray M. Balyeat, Oklahoma City, has been elected 
President of the American Society for the Study of 


once. 


Allergy. 
Dr. Thomas M. Berry, Eldorado, has been appointed 
local surgeon for the Frisco Railroad. 
B. B. Culture Laboratory, Inc. Dr. G. O. Webb, Cardin, has been appointed to the 
Veterans’ Bureau Staff at Knoxville, Tennessee, and 
Yonkers, New York has removed to that city. 


Dr. Burleigh DeTar has removed from Miami to 


(Continued on page 44) 


0.000 SOLD in 23 YE A R 5 


trouble-free service . . . A leadership 
proved by the overwhelming prefer- 
ence of the past two and a half years 

—leadership undisputed. 
| There are good reasons for the wide- 
spread acceptance of the Pelton Ther- 
matic Sterilizer ... It is always ready 
to deliver any one of its three separate 
boiling speeds . . . The 3-speed Switch 
that controls them removesall element 
of human uncertainty, maintaining 
the desired boiling speed until current 
;is disconnected ... You can forget to 
turn it off—a positive control entirely 
separate from the 3-speed Switch does 
* the job automatically ...The Pelton 
P E L T O N boiler is a one-piece copper stamping. 
Positively no solder or rivets to loosen 

and create leakage. 


STERILIZERS Petton steritizers are in 


a you need no better recommen- 

ation. 

Send the coupon below for complete data THE PELTON & CRANE CO. 
DETROIT, MICHIGAN 


Doctor Address 
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about Canned Vegetables 


NUTRITIONISTS advocate a greater con- 

sumption of vegetables, because of their 
vitamin content, their mineral salts, their 
alkaline residue and the bulk and roughage 
they add to the diet. 


But vegetables are seasonal and perishable. 

Peas, for example, held in pods for six 
days in a cool place, although still excellent 
in appearance were found to have lost much 
of their original vitamin content. 


XTENSIVE research has shown that most 

commercially canned vegetables are rich- 
er in vitamins than “so-called” fresh vege- 
tables cooked at home. Home cooking in 
open vessels, it has been found, causes a 
large percentage of the vitamins to escape 
through oxidation. 


Greaers Vegetables are grown on our 
own farms. They are picked fresh and 
packed the same day, often within the same 
hour. The Stokely steam pressure closed 
vessel method seals the vitamins in the cans. 


W* want physicians to learn first hand of 

their purity, wholesomeness and high 
vitamin content. To this end we have ar- 
ranged to furnish, without cost, liberal 
samples of Stokely’s Vegetables for clinical 
examination. Written request should be 
made on your professional letterhead. 


STOKELY BROTHERS & CO., INC. 
Heyburn Building, Louisville, Kentucky 


YEGETABLES 


Green Beans Corn Sauerkraut Turnip Greens 


Lima Beans _— Peas and Juice Honey Pod Peas 
Pumpkin Beets Red Kidney Peasand Carrots 
Tomatoes Carrots Beans (Mixed) 


Tomato Puree Hominy Cranberry Mixed 
Chile Sauce Catsup Sauce Vegetables 


q 
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SAFE, SIMPLE 
INFANT FEEDING 


ORLICK’S Malted Milk is safe and simple in 
H infant feeding. Its successful use for nearly 

half a century has demonstrated the following 
outstanding advantages: 


The readily assimilable state of 
1 its minerals promotes sound bone 
and tooth structure. 


The light, flaky curds produced be- 
cause of the modified nature of its 
milk constituent aid digestion. 


The exact proportions of its malt 
ate promote regular bowel ac- 
tion in the infant. 


The exclusive Horlick process conserves the vita- 
min content of milk and malted grains unim- 
paired. 

For samples address—HORLICK, Racine, Wis. 


THE ORIGINAL MALTED MILK 


HORLICK’S 
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Joplin, Missouri, where he will practice general sur- 
gery. 

Dr. Tom DeArman has located in Miami, having 
recently finished his internship in Oklahoma City. 

Dr. W. A. Sibley, Miami, has been put in charge 
of the Nervous and Mental Department of the Vet- 
erans’ Bureau at Knoxville, Tennessee. Dr. Sibley has 
spent the last six months in Washington, D. C., tak- 
ing special training in nervous and mental diseases. 

Dr. J. L. Reynolds, Tulsa, announces the removal 
of his offices to the Mayo Building. 

Dr. Frank Clinton Gallaher and Miss Maudie Bowles, 
both of Shawnee, were married July 17. 

Dr. George A. DeTar and Mrs. Effie Boyd, both of 
Miami, were married June Ist. 


Deaths 
Dr. Wm. Gladstone Lemmon, Tulsa, aged 42, died 
July 4. 
Dr. James A. Pryor, Shattuck, aged 66, died June 
29 of heart disease. 


SOUTH CAROLINA 


Dr. W. B. Lyles, Spartanburg, was slightly injured 
July 22 in an automobile accident. 

The U. S. Department of Commerce announces that 
the death rate for South Carolina in 1928 was 1,310.5 
per hundred thousand population, compared with 1,- 
173.3 in 1927. The estimated population on July 1, 
1928, was 1,864,000. The rates were increased over 
those of the preceding year for heirt disease, nephritis, 
cerebral hemorrhage, diabetes, cancer, influenza, pella- 
gra, malaria and diphtheria; but the rate for tuber- 
culosis, whooping ccugh, typhoid, meningitis and 
policmyelitis was decreased. 

Dr. Henry B. Stewart, Fountain Inn, celebrated his 
fiftieth year in the practice of medicine in April. 

Dr. Leon Banov, Charleston, was recently elected 
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Provide forces (anti- LE 
bodies) to battle the in- 
vading bacteria of disease 
while the resistant 
powers of the body are 
becoming mobilized. 


They also provide a 
degree of immediate 
protection to those exposed in time of 
epidemics. 

They reduce the toxicity of the antigen, 


ACNE SEROBACTERIN MIXED 

CATARRH (COLD) SEROBACTERIN MIXED 
INFLUENZA SEROBACTERIN MIXED 
NEI6SER SEROBACTERIN MIXED 


SEROBACTERINS 


SENSITIZED BACTERIAL VACCINES 


In syringes and 5 cc vials 


H. K. MULFORD CO., Philadelphia, U. S. A. 


The Pioneer Biological Laboratories 


reducing both local and 
general reactions, thus 
allowing larger doses to 
be given. 

Thus they save pre- 
cious time when resist- 
ance is lowest and rein- 
forcement vitally needed. 

Serobacterins also induce a state of active 
immunity at least as high as that caused by 
plain bacterins. 


PERTUSSIS SEROBACTERIN MIXED 
PNEUMO-SEROBACTERIN MIXED 
STAPHYLO-STREPTO-SEROBACTERIN MIXED 
TYPHO-SEROBACTERIN MIXED 


| 
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And Now — A Sterilizing Medium 
Non -Injurious to Bard- Parker Blades 


Vterilizes 
Barp- Parker formaldehyde GERMICIDE 


SOUTHERN MEDICAL JOURNAL 


Micro- Photographs 


A powerful, non-corrosive sterilizing medium 
of high germicidal efficiency, prepared espe- 
cially for sterilizing Bard-Parker Knives and 
other fine surgical instruments. 


Edge of steel blade after boiling in Extensive laboratory tests indicate that Bard- 
water for five minutes. 


Parker formaldehyde Germicide : 


Destroys the most resisting non-spore-bearing 
bacteria in less than two minutes. 


Destroys the most resisting spore-bearing bac- 
teria in one and a half hours. 


Will not injure the keen edge of Bard-Parker 


in Bard-Parker formaldehyde 


Blades or other fine steel instruments after 


Germicide. 
two weeks constant immersion. 


PRICES: 
One-pint bottles . . . $ 1.00 each 
One carton (12 pints). . 10.80 
One-gallon bottles. . . 5.00 each 
One carton (4-one gals.) . 18.00 


Ask your dealer for circular giving complete descrip- 

tion of Bard-Parker Germicide and Sterilizing Con- 

tainer. Detailed Laboratory Reports will be furnished 
upon request. 


PARKER, WHITE & HEYL, Inc 
369 Lexington Avenue, New York,N.Y. 
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JARCHO PRESSOMETER 


Suggested for Uterosalpingography 
by 


JULIUS JARCHO, M.D., F.A.C.S. 


See Article by Dr. Jarcho 


June 1929 issue American Journal of Surgery 


This instrument provides for the deter- 
mination of the patency or non-patency of 
Fallopian tubes. It is designed to facilitate 
the injection of iodized oil such as Lipiodol, 
Iodipin, Lipiodine, etc., or air or gas, at a 
definite pressure. 


Since, in this device pressure is exerted 
between the manometer and the oil, con- 
tamination of the manometer or bulb and 
valves is effectively prevented. This is the 
only apparatus which operates in this man- 
ner. 


Price complete in Walnut Case—$25.00 


McKesson-Bedsole-Colvin- 
O’Dell, Inc. 


Birmingham, Ala. Mobile, Ala. 
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President of the South Carolina Public Health Asso- 
ciation for this year. 

Dr. Beverly A. Henry, Anderson, has been elected 
President of the Chamber of Commerce of that city. 

Dr. James A. Hayne, Secretary of the State Board 
of Health, reports that there was a large increase in 
the number of cases of pellagra in the State in 1929, 
but the mortality rate was considerably reduced. The 
number of cases for 1929 was 4,154, and for 1928, 
pn og deaths from pellagra in 1929 were 422 and 


TENNESSEE 


Dr. J. B. Naive, formerly at the Davidson County 
Tuberculosis Hospital, has been made Superintendent 
of the Beverly Hil's Sanatoruim, Knoxville. Dr. R. R. 
Crowe succeeds Dr. Naive at the Davidson County 
Hospital. 

Dr. R. S. Smylie, formerly of St. Louis, has located 
in Memphis. 

Dr. John B. Shoun and Dr. Estill L. Caudill, Eliza- 
bethtown, have been appointed physicians to the 
American Bemberg and American Glanzstoff plants, 
succeeding the late Dr. John O. Woods. 

Dr. Elkin L. Rippy, Nashville, has been named Resi- 
dent Physician for the Nashville General. Hospital. 

Dr. Harley W. Qualls, Memphis, has been elected 
President of the State Board of Medical Examiners, 
succeeding Dr. William L. McCreary, Knoxville, re- 
signed. Dr. James H. Keeling, Knoxvile, has been 
appointed a member of the Board. 

Dr. Avery Leeper, Lenoir City, is now associated 
with his father, Dr. J. T. Leeper. 

Dr. O. H. Adkins, formerly of Cumberland City, 
has removed to Erin. 

Dr. J. Q. Owsley, Jr., is visiting his father, Dr. J. 
Q. Owsley, Sr., Nashville. Dr. Owsley, Jr., has just 
completed a term of foreign service with the Asiatic 
Squadron and will report to New York very soon for 
a term in the Naval Hospital. 


(Continued on page 48) 


CLASSIFIED ADVERTISEMENTS | 


FOR SALE—Twenty-bed tuberculosis sanatorium in a 
large Southwestern health resort. Up-and-coming town. 
Can be used for general hospital. Excellent opening for one 
here. At small expense can be made into fifty-bed hospital. 
Good opportunity for physician to run sanatorium and re- 
cover health. Reasonable price. Write P. D. E., care 
Journal. 


WANTED—Position by competent woman x-ray techni- 
cian. South preferred. Address C. K., care Southern Med- 
ical Journal. 


TECHNICIANS are in demand. We are successfully train- 
ing laboratory and x-ray workers. Send us your assistant 
and we will return you a competent technician. If you are 
in immediate need of a well trained helper, write or phone. 
Full information upon request. Alabama Pathological Lab- 
oratory, Birmingham General Hospital, Birmingham, Ala. 


LITERARY ASSISTANCE on special medical subjects for 
busy physicians. We promptly develop any subject of popu- 
lar or technical interest from the latest authorities, using the 
unlimited facilities available here. Reasonable rates; corre- 
spondence confidential. We also edit, revise and enlarge 
physicians’ manuscripts. Authors’ Research Bureau, 500 
Fifth Avenue, New York, New York. 


DRUG AND ALCOHOLIC PATIENTS are humanely and 
successfully treated in Glenwood Park Sanitarium, Greens- 
boro, N. C.; reprints of articles mailed upon request. Ad- 
dress W. C. Ashworth, M.D., Owner, Greensboro, N: C. 


th 
i 
= 
| 
= 
2 
S 
: 
= 
— 
< 


Vol. XXII No. 10 


SOUTHERN MEDICAL JOURNAL 


the 
St 


eatment of Malaria 


XHAUSTIVE investigations in all parts of the world have fur- 
nished convincing evidence that Plasmochin rapidly destroys the 
malarial parasites in the blood. It exerts an especially powerful 
action upon the gametes, which are responsible for the transmission 
of malaria and are highly resistant to quinin. Therefore, Plasmochin 
is destined to play an important part in the eradication of malaria. 


Plasmochin Compound—a combination with quinin—has been shown 
to control the clinical symptoms (chills, fever, splenic enlargement), 
speedily and dependably. Relapses are of far less frequent occur- 
rence than under the customary treatment. 


The administration of Plasmochin Compound several times weekly 
has proved an efficient prophylactic measure in malarial districts. 


Plasmochin Compound is supplied in bottles of 50 tablets 


Dose: Adults, two tablets, 3 times daily; children, 
from 1 to 5 years, one tablet, once or twice daily; 
older children, one tablet, 3 or 4 times daily. 


Pamphlet sent to physicians on request 


WINTHROP CHEMICAL COMPANY, Inc. 
“SY Ss” HUDSON STREET NEW YORK, N. Y. 
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The results of twenty years’ 
clinical experience in the fore- 
most medical centers of this 
country, are your precedent for 
prescribing 


OLEO-GOMENOL 


CYSTITIS 


R 5 to 15cc, by injection direct into 
the bladder. 


C. R. BARD, Inc. 


Exclusive Agents in the United States 
79 Madison Ave. New York, N. Y. 
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Dr. I. L. McGinnes has moved to Pikeville, where he 
will practice medicine. 

Dr. A. P. Harrison, after an absence of ten years, 
has returned to Loudon to practice. 

Dr. Wm. Preas is now associated with his father, 
Dr. J. H. Preas, in Johnson City. 

Dr. W. S. Cooper has returned to Oneida to prac- 
tice after living several months in Kentucky. 


Deaths 
Dr. William Compton, Nashville, aged 82, died July 
7 of heart disease. 
Dr. John David Weaver, Knoxville, aged 59, died 
July 11 of injuries received in an automobile accident 
in November. 


TEXAS 


At their meeting in July the Southwest Texas Dis- 
trict Society elected the following officers: Dr. W. T 
Robertson, Kingsville, President; Dr. A. G. Cowles, 
San Antonio, Vice-President, and Dr. J. L. Pipkin, San 
Antonio, Secretary-Treasurer. Their next meeting will 
be in San Antonio in January, 1930. 

Dr. W. E. Herrin, Dallas, Texas, announces the re- 
moval of his offices from Medical Arts Building to 
5527 Columbia Avenue. 

A modern hospital will be located on the top floor 
of the Medical-Professional Building Christi, 
and will cost between $20,000 and $30,0 

Dr. C. C. Shotts, Poteet, is mae a modern 
hospital in that City. It will contain 14 rooms and 
will be fireproof, with all modern conveniences. 

Dr. T. E. Standifer’s new hospital at Turkey was 
formally opened June 8. This hospital cost $30,000 and 
is fully equipped, with 15 beds for patients. 

Dr. W. R. Thompson, Fort Worth, entertained the 
Fort Worth Eye, Ear, Nose and Throat Society with 
a dinner at the River Crest Country Club, preceding 
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which meet 
your therapeutic 


requirements! 


LINICAL experience during influenza 

epidemics demonstrated that Calcreose 
was of value in the treatment of pulmon- 
ary and intestinal complications. 


The Tablets Calcreose 4 grs. contain 2 grs. 
of pure creosote combined with hydrated 
calcium oxide. 


Each fluid ounce of Compound Syrup of 
Calcreose represents Calcreose Solution 160 
minims (equivalent to 10 minims of pure 
creosote); Alcohol, 24 minims; Chloroform, 
approximately 3 minims; Wild Cherry 
Bark, 20 grains; Peppermint, Aromatics 
and Syrup q. s. 


The MALTBIE Chemical Company; 
Newark, New Jersey. 
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| 
Sooner or later 


That baby must be weaned! 


“The fact confronts us that the mother who has enough milk 
for her baby till the fifth or sixth month is in the great 
minority.” 
JoserH BRENNEMAN, M.D., Ab?’s “Pediatrics”, Vol. 2. 


‘pro infants progress from 
75 breast to bottle feedings with- 
out the digestive and nutritional dis- 
turbances often attendant upon 
weaning. Their characteristically 
healthy color is maintained and normal 
gains in weight continue without inter- 
ruption. These facts, proved by many 
years of clinical history, recommend 
Dryco for your consideration. - - - 


Upon ingestion, Dryco forms small flocculent particles, present. | 
ing a wide area of attack for the gastric juices and assuring 
maximum results with minimum digestive effort. It is well 
borne in even the most difficult feeding cases. Free from § 
: pathogenic bacteria, the use of Dryco avoids the danger milk- 
| borne infections. This fact, together with its simplicity of 
preparation, are further contributory reasons why physicians all 
over the world consider it the ideal milk for infants deprived sale 
L breast feeding. = 


Send for suggested feed- For convenience, pin 
ing tables, Dryco samples this to your letterhead 
and clinical data! or Rx blank and mail 


THE DRY MILK CO., Inc. -:- -: 15 PARK ROW, NEW YORK, N. Y. 


| 
| 
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“A word fitly spoken—how good!” a — which was held in the Auditorium of the Tar- 
Thi i terda istinguished M.D. rant County Medical Society. ; 
“The S Big Spring and Howard Counties are planning a 
= torm been tried proven. County Heath Unit which will be composed of a ae 
time health doctor, nurse, sanitary inspector and a 
“STORM” The New stenographer. The Rockefeller Institute will aid in 
the health program and funds will be available from 
ee 9 that source on October 1 

Type N Dr. James M. Gorman, El Paso, was married to Miss 

Nell Mariam Smith, El Paso, on June 29. 
Storm Dr. Rufus Roberts, Decatur, and Miss Willa Mae 


Warden, McKinney, were married June 26 


Supporter Deaths 
Dr. Gideon H. Huddle, Dallas, aged 62, died June 
20, of cerebral hemorrhage and arteriosclerosis, 


meets demands of Dr. William A. Burns, Moran, aged 39, died July 4 
present styles in of perforated gastric ulcer and abscess of the liver. 
dress. Dr. Roy L. Keller, Dallas, aged 33, was instantly 


killed in an automobile collision on July 4. 


Long special laced Dr. James Henry Womack, Waco, aged 57, died June 


back Extension of 29 of encephalitis. 
soft material low on Dr. John Henry Dean, Dallas, aged 50, died July 
hips. 25 of myocarditis. 
Hose supporters at- 
cached, VIRGINIA 
Miss Frances Helen Zeigler, R. N., former Educa- 
Takes Place of Corsets tional Director and Assistant Director of Nurses, 
zs L School of Nursing and Health, University of Cincin- 
Adaptable to Pregnancy, Ptosis, Hernia, Obesity, Sacro- nati, has been appointed Dean of the School of Nursing 
Iliac Relaxation, High and Low Operations, etc. and Director of Nursing Service of college hospitals 
Ask for Literat at the Medical College of Virginia, Richmond. Miss 
Zeigler is an alumnus of Virginia Intermont College, 
Each belt made to order in 24 hours Johns Hopkins Hospital School of Nursing and Teach- 
ers College, Columbia University. She assumed her 
KATHERINE L. STORM, M.D. duties on September 1. 
Originator, Owner and Maker The College of = 
nounces the following new appointments to the faculty 
1701 Diamond Street Philadelphia of medicine: Dr. Garrett Dalton, Instructor in Obstet- 
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Two Therapeutic Requirements 


Such authorities as Palmer have stressed the im- 
portance of liberal amounts of water together with 
alkali administration in the treatment of alkali 
depletion. 

The clinical success of Kalak Water depends upon 
the fact that it presents a mixture of those elements 
needed for maintaining the alkali reserve in a form 
which ensures a liberal fluid intake. 

Besides 1.0326 grams of Disodium phosphate, Sodi- 
um chloride and Potassium chloride, each liter carries 
a total of 6.6648 grams of the bicarbonates of Cal- 
cium, Magnesium, Sodium and Potassium. 

Kalak Water is the strongest alkaline water of 
commerce. 


Kalak Water Company 
6 Church St. New York City 
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For Local and General Anesthesia 


KELENE 


PURE ETHYL CHLORIDE 


ues Bres., 


MANUFACTURERS & DISTRIBUTORS: 
POF CHEMICAL PROWULTS 


The automatic closing glass tubes require no valve. 


10 Gm., 30 Gm. and 60 Gm. Automatic Closing Tubes. 
3 Cc. and 5 Cc. Hermetically Sealed Tubes. 


MERCK & CO. Inc. 
Rahway, N. J. 


Sole distributors for the United States and Canada 


. 
2 
@ KELENE § | 
AS Simply press the lever. 
| 
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RADIUM RENTAL SERVICE 


4 THE PHYSICIANS RADIUM ASSOCIATION 


. Organized for the purpose of making radium available to Physicians to be used 
in the treatment of their patients. Radium loaned to Physicians at moderate rental 
fees, or patients may be referred to us for treatment if preferred. : 


fi Careful consideration will be given inquiries concerning cases in which the use of 
Radium is indicat 


The Physicians Radium Association 


1307 Pittsfield Building 
CHICAGO, ILL. 


. Telephones: Wm. L. Brown, M.D. 
Central 2268-2269 Director 
BOARD OF ADVISORS 
William L. Baum, M.D. Wm. L. Brown, M.D. 
Walter S. Barnes, M.D. Frederick Menge, M.D. 
Louis E. Schmidt, M.D. S. C. Plummer, M.D. 


Laboratories of 


4 Drs. Bunce, Landham and Klugh 


ATLANTA, GEORGIA 


George F. Klugh, M.D., Director, Laboratory of Clinical Pathology 
Jackson W. Landham, M.D., Director, Laboratory of Radiology (X-Ray and Radium) 


These laboratories are equipped for making every test of clinical value in the 
diagnostic study of medical and surgical cases. Only standardized methods and 
technique are used. 


In addition to the diagnostic study of cases there are adequate facilities for 
the x-ray and radium treatment of conditions in which these forms of treatment 
are indicated. 


Containers for pathological specimens and information in reference to x-ray and radium 
work furnished upon request. 


3 Address 


DRS. BUNCE, LANDHAM AND KLUGH 
139 Forrest Avenue, N. E., Atlanta, Ga. 
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ME wt GIVE YOU INSTI 
APPROXIMATE ANALYSIS 


FEATURES OF S.M.A. 


Only milk from tuberculin tested cows is used as a basis 
for the production of S. M. A. « « No modification is neces- 
sary for normal full term infants. + + Prevents rickets and 
spasmophilia. + + It gives excellent nutritional results in most 
cases + in addition these results cre obtained more simply 
and more quickly. + « Simple for the mother to prepare. 
It resembles breast milk + both physically and chemically. + 
Developed at the Babies and Childrens Hospital of Cleve- 
land. ¢ « Produced by its permission exclusively by The 
Laboratory Products Company. + + + 


? Samples + Literature ? 
THE LABORATORY PRODUCTS COMPANY ¢« CLEVELAND, OHIO 


West of Rockies In Canada 
437-8-9 Phelan Bldg., San Francisco, Calif. 64 Gerrard St., East, Toronto 
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Synergistic 
Team-W ork 


—in the form of Lubricant, Lax- 
ative and Antacid action—is avail- 
able by the use of Milk of Magne- 
sia and Mineral Oil in the form of a 
permanent, uniform, unflavored 


EMULSION. 


Magnesia-Mineral es) 
HALEY 


Accepted for N. N. R. of the A. M. A. 
formerly Haley’s M-O Magnesia Oil 


Mild in action, does not disturb 
digestion, does not “wear out.” 
Professional evidence obtained by 
questionnaire sug- 
gests its use in 
Gastro Intestinal 
Hy peracidity, 
Gastric and Duo- 
denal Ulcer, In- 
testinal Stasis, 
Constipation, 
Autotoxemia, Co- 
litis, Hemorrhoids. 
Also before and 
after operation, 
during Pregnancy 
FORMULA: and Maternity, in 

Each Tablespoonful infancy, child- 


Contains Magma Mag. 


hood and old age. 


An effective Antacid Mouth Wash 


Generous sample and literature to any 
physician on request 


The 


HALEY M-O COMPANY, Inc. 
Geneva, New York 
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rics; Dr. J. B. Dalton, Instructor in Orthopedic 
Surgery; Dr. John R. Ellison, Jr., Assistant in Surgery; 
Dr. J. Arthur Gallant, Assistant in Medicine; Dr. Oscar 
L. Hite, Assistant in Nervous and Mental Diseases; 
Dr. Paul W. Howle, Associate in Surgery; Everett H. 
Ingersoil, Associate in Anatomy; W. A. Peabody, 
Ph.D., Associate in Chemistry; Dr. John H. Reed, Jr., 
Assistant in Surgery, and Dr. Earle L. Shamblen, As- 
sistant in Surgery. 

Dr. Charles R. Robins, Richmond, was presented 
with a set of silver by the Richmond Rotary Club in 
appreciation of his services as President for the past 
year. 

Dr. George S. Silliman, Abingdon, has removed to 
Gary, Indiana, where he has accepted a position as 
Roentgenologist and Pathologist at the Methodist 
Hospital in that City. 

The University of Virginia held its fifth institute for 
doctors’ helpers in August. The purpose of the in- 
stitute is to teach women some of the elementary 
principles of nursing which will qualify them to act as 
bedside helpers when trained nurses are not absolutely 
necessary or available. The courses are designed so 
they will be especially helpful in confinement cases 
and will, in a measure, supplant the ignorant midwife. 
A similar institute for colored women was also held 
in Petersburg at the Virginia Normal and Industrial 
School. 

Dr. E. Newton Pleasants, formerly of Princeton, 
West Virginia, has moved to Richmond and is as- 
sociated with Dr. Alexander G. Brown, Jr., in the 
practice of internal medicine. 

The Virginia Society of Oto-Laryngology and Oph- 
thalmology recently held a meeting and elected the 
following officers for 1930: Dr. H. B. Stone, Roanoke, 
President; Dr. Frank Smart, Norfolk, Vice-President, 
and Dr. Fletcher D. Woodward, University, Secre- 
tary-Treasurer (re-elected). The Executive Commit- 
tee is composed of Dr. Clifton M. Miller, Richmond; 
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Distributors for 
Dr. Levin’s Correct Pattern 


DUODENAL TUBES 


Sizes 12 to 20 French even sizes 


Price $2.00 


I. L. LYONS & CO., 
LIMITED 


NEW ORLEANS, LA. 


$4 
Ia] 
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KLIM for Supplemental Feedings 


: use of Klim for supplementary feed- 
ings is advocated by many leading 
pediatricians. This uniform, safe, pow- 
dered milk answers every requirement for 
the easy preparation of the “relief bottle.” 
It is economical for there is no waste. It 
may be prepared almost instantaneously. 
Its ease of measurement tends to assure 
accuracy of formulae. 

The uniformity of Klim as opposed to the 
variability of fresh fluid milk weighs heavily 
in its favor as the ideal milk for supplemen- 
tal feeding. 


Samples and literature including 
feeding calculator sent on request 
Ask for Booklet 510 


MERRELL-SOULE CO., Inc., 
350 Madison Avenue, New York 


allied 
infant feeding only ac- 
cording to a physi- 
cian’s formula.) 


Powdered WHOLE MILK 


Merrell-Soule Powdered Milk Products, including Klim, Whole Lactic Acid Milk and 
Protein Milk, are packed to keep indefinitely. Trade packages need no expiration date. 
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Dr. di’ S. Dodd, Petersburg, and Dr. Frank M. Hanger, 
Staunton. At this meeting the Society adopted the 
Virginia Medical Monthly as its official organ, and 
Roanoke was chosen as the meeting place for 1930. 

Dr: ‘Archer A. Wilson, formerly of Switchback, West 
Virginia, has moved to Richmond to become Resident 
in Neuro-Surgery of the Memcrial and Allied Hos- 
pitals, 

Dr. Hill, Richmond, was recently re-elected 
Secretary of the American Ophthalmological Society. 

Dr..J. R. Grinels has become associated with Dr. 
Thomas Wheeldon, Richmond, as Assistant in Ortho- 
pedic Surgery. 

A local unit of the Gorgas Health Corps, Peters- 
burg, was recently organized with the following physi- 
cians as members: Dr. J. Bolling Jones, Dr. Robt. A. 
Martin, Dr. J. M. Harwocd, Dr. Wm. A. Reese, Dr. 
Wright Clarkson, and Dr. Mason Romaine. 

The Bedford County Medical Society was recently 
entertained at dinner by Dr. G. E. Heller, after which 
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an election of officers was held. The druggists and 
dentists of the County were made auxiliary members of 
the Society. The following are the officers elected: 
Dr. T. P. West, Bedford, President; Dr. M. W. Gibbs, 
Bellevue, Vice-President, and Dr. R. A. Bennett, Bed- 
ford, Secretary. 

Dr. Robert C. Bryan, Richmond, has become a mem- 
ber of the staff of the Stuart Circle Hospital Corpora- 
tion, since disposing of his interest in Grace Hospital. 
He also has offices in the Prestwould Apartments. 
Dr. R. L. Creekmur is still associated with Dr. Bryan. 

The Madison County Chamber of Commerce, Madi- 
son, recently elected Dr. J. N. Clore, Madison, Presi- 
dent, and Dr. C. F. Ross and Dr. W. L. Early, Wolf- 
town, Vice-Presidents. 

Dr. D. S. Divers, Pulaski, was recently elected Vice- 
President of the Pulaski County Club. 

Dr. D. Lane Elder, Hopewell, has been appointed 
Local Surgeon for the Seaboard Air Line Railway. 

Dr. Leroy A. Calkins, Richmond, has resigned as 
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“RIEDEL” 


The Distintive Properties of Gonosan 


Inhibits gonococcal development and minimizes its virulence. 

Aids in reducing the purulent secretion. 

Encourages normal renal activity. 

Relieves the pain and strangury and allays the irritation and 
inflammation. 

Does not irritate the renal structure or the digestive organs, 

Prescribe GONOSAN for acute and chronic cases. 


Samples are at your disposal. 


- Berry and So. 5th Streets 


RIEDEL & CO. 
Brooklyn, N. Y. 


there is no chemical or biological assay. 
Analytical and Research Department. 


: ‘DESSICATED PITUITARY BODY, U.S.P. 
CORPUS LUTEUM 
CORPUS LUTEUM AMPULES 
PANCREATIN, U.S.P. 

SOLUTION OF POST-PITUITARY 


Manufacturers 


of 


ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. 
manufacturer is the physician’s only guarantee of reliability of those organotherapeutic products for which 
Every manufacturing process of all our products is supervised by our 


Insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 


2-24 Mt. Pleasant Avenue, Newark, New Jersey 


The reputation and integrity of the 


EPINEPHRIN 

EPINEPHRIN AMPULES 

SOLUTION OF EPINEPHRIN (1-1000) 
DRIED SUPRARENALS, U.S.P. 
DRIED THYROIDS, U.S.P. 


Organotherapeutic 
Products 
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Patient Types eee 


The Indoor Worker 


fice workers — eight hours or more at a desk—a short 
recess for a grab-a-bite lunch — little or no exercise, not even a 
brisk walk. Many become addicted to the use of cathartics. 

Petrolagar aids these patients when taken with a rational 
regimen of diet and exercise. It helps them to avoid a return 
to the old cathartic, and prevents discouragement. 

Petrolagar, a palatable emulsion of 65% (by volume) pure 
mineral oil emulsified with agar-agar, has many advantages over 
plain mineral oil. It mixes easily with bowel content, supplying 
unabsorbable moisture with less tendency to leakage. It does 
not upset digestion. 


Inc., 
Dept. SO-10 
Gentlemen:—Send me copy of ‘‘HABIT 

TIME” (of bowel movement) and spec- ' 
imens 


} 
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Professor of Obstetrics and Gynecology at the Uni- 
versity of Virginia, to accept a similar position in the 
University of Kansas Medical School, Kansas City. 

Dr. Edwin L. McQuade, formerly Health Officer of 
Henrico County, has accepted a position as Instructor 
in Epidemiology at Johns Hopkins University Schoo] 
of Medicine, Baltimore. 

Dr. Harry Walker, Courtland, has been appointed 
Health Officer for Fairfax County. 

Dr. Ford K. Lucas, who has just completed an in- 
ternship at Roanoke Hospital, Roanoke, has located 
at Blacksburg. 

Dr. Barton B. McCluer, Speedwell, has removed to 
Bon Air. 

Dr. George H. Davis and Dr. M. B. Hiden, Warren- 
ton, have been elected as Directors of the Warrenton 
Chamber of Commerce. 

The Virginia Hospital Association will meet in Char- 
lottesville on October 22. 

The Medical Society of Virginia will hold its annual 
meeting in Charlottesville, October 22-24. 
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Dr. Emerson Macaulay Babb, Ivor, was married to 
Miss Virginia Bell Smith, Franklin, on June 25. 

Dr. Chapman Hunter Binford, Pamplin, was mar- 
ried to Miss Thelma Lynette Beauchamp, Rainswood, 
on June 8. 

Dr. Jack Smiley, Salem, and_Miss Mary Frances, 
Duke, were married April 19. 

Dr. Francis Bailey Teague, Roanoke, and Miss Doris - 
Evalene Ferrell, Lynchburg, were married June 8. 

Dr. John Powell Williams and Mrs. Virginia Mar- 
shall Gregory, both of Richmond, were married July 15, 

Dr. Joseph J. Anderson and Miss Laura Temple 
Drudge, both of Richmond, were married July 6. 

Dr. Lacey S. Wornal and Miss Corrine Amanda 
Snow, both of Richmond, were married June 26. 


Deaths 
Dr. Charles L. Bailey, Sandston, aged 52, died 
August 1. 
Dr. R. Lester Hudgins, Farmville, aged 50, died 


July 1 of agranulocytic angina. 
(Continued on page 60) 


THE ADAM SUITE 


Exemplifying the fine craftsmanship and style of ALLISON creations 


THE USER’S PROFIT 


Office equipment is not just an expense, 
it is an important investment. That’s why 
we believe in building into ALLISON 
furniture that extra quality that makes 
this investment a profitable one, and in- 
sures trouble-free service over long period 
of years. 


“Complete Catalog on Request” 


W. D. ALLISON CO., MFGRS., 


1131 Burdsal Parkway, 
Indianapolis. 


A STANDARDIZED ANTISEPTIC 


2 FLUID OUNCES je 


158 SECONDS 


The germicidal power of each lot 
of Hexylresorcinol Solution S.T. 37 
manufactured insured by 
careful bacteriological control. 
The composition is proved by 
chemical assay and the surface 


is 


tension accurately determined 
by means of the du Noiiy 


surface tensiometer. 


SHARP_& DOHME 
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CHICAGO PHILADELPHIA 
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Now.. The SUPER A /pine 
Sun Lamp 


A high intensity quartz lamp for 
the busy physician or hospital 


OW comes Hanovia’s latest contribution 
to the science of light therapy—the new 
Super Alpine Sun Lamp. 

The ever increasing use of ultra-violet ray 
therapy made the development of such a lamp 
imperative. Both in hospitals and private prac- 
tice, the growing number of patients who are 
regularly being given treatments has con- 
tinually encroached on the physician’s time. 

A new lamp with greatly increased intensity 
is the one practical way of solving the problem. 
The new Hanovia Super Alpine Lamp with a 
higher increase in effective ultra-violet inten- 
sity, is just such an instrument. 


Simplified control 
Nor have Hanovia engineers stopped there. 
For this new Hanovia Lamp has a greatly sim- 
plified control. It is built as nearly trouble- 
proof as possible and all operating mechanism 
is easily accessible. 

It is equipped with direct reading Voltmeter 
and rheostat control for adjusting burner volt- 
age to any pre-determined values. 

It has an accurate dosage control. It has 
long burner life and the mechanical design of 
the new Lamp has been greatly improved in 
accordance with all the latest developments of 
modern engineering practice. 

For complete information regarding the new 
Super Alpine Sun Lamp and our various other : 


Divisional Branch Offices : 


lamps for scientific and professional use, send 
Chicago, Ill... .....30 N. Michigan Ave. 
Mew Tork, M. 30 Church Street in the coupon. 
San Francisco, Cal......220 Phelan Bldg. 
Hanovia CuemicaL & Mrc. Co. 


Dept.E-17 Newark, N. J. 


HANOVIA ; Please send me, without obligation, literature 


describing Hanovia Ultra-Violet Lamps, 


LAMPS Dr 


for Light Therapy 


City. State 
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SOAPSTONE DEVELOPING TANKS 
inside low 


40% inches 


(Continued from page 58) 
WEST VIRGINIA 


Dr. A. E. Murphy, St. Marys, has been appointed 
Director of the Raleigh County Health Unit, succeed- 
ing Dr. J. S. Maxwell, who resigned to take up medi- 
eal work in Africa. Dr. Murphy was formerly with 
the Rockefeller Foundation. 

Dr. A. R. Lutz, Charleston, has been appointed As- 
sistant Surgeon to the Welch Hospital No. 1, Welch, 
taking up his new duties on July 1. 

Dr. L. E. Walton, Pullman, has moved to New 
Market, Virginia, to practice. 

Dr. Frank F. Sowers, Mannington, has been ap- 
pointed Health Officer for Marion County. Dr. Sowers 
took the special course in public health work at the 
Rockefeller Foundation Training School, Indianola, 
Mississippi. 


Dr. Howard M. Batson, Mannington, former Health 
Six Officer for Marion County, has gone to New Mexico to 
Five compartment tanks for smaller hospitals. locate. 
Four compartment tanks for private laboratories or dark The West Virginia State Medical Association has 
rooms where space is an important factor. just purchased a new, up-to-date moving picture ma- 
PRICES (F.O.B.) chine for the use of all county societies that desire to 
Shipped from Brooklyn igged from show the Stuckert film on obstetricts at their meet- 
rome or Chicago irginia ings during the year. 
7 4 Compt. ......... 53.10 Net 45.45 + The total mortality for the State in 1928 was 17,511. 
Bi 3 Compt. -. 60.50 Net 50.85 Net Accidents still held the lead in causes of death in 1928, 
ee 6 Compt. —___. with heart disease second, pneumonia third, diseases of 
a For full particulars early infancy fourth, tuberculosis fifth, influenza sixth, 
— nephritis and cancer running close for seventh 
place. 
Dr. Homer Browning Luttrell, Bramwell, and Miss 
Virginia Painter, Pulaski, Virginia, were married 
July 6. 
Deaths 
760 S. WESTERN AVE. Dr. Charles O’Grady, Charleston, aged 60, died July 
Name 31, following an operation. 
Address Dr. Ambler Baxter Patton, White Sulphur Springs, 
aged 43, died July 8. 


THE STANDARD 


‘LOESERS INTRAVENOUS SOLUTIONS 


fave CERTIFIED 


“NT RAVENOUS MEDICATION 


Bismuth Intravenously 


A SAFE PRACTICAL 
FFICE TECHNIC, 


Loeser’s Intravenous Solution of Bismuth 


A standardized sterile, stable solution in hermetically sealed Jena glass ampoules, ready to inject. § c.c. 
represent 15 Mg. of metallic Bismuth as the tartrate. Controlled by biologic tests. 


ANOTHER LOESER ACHIEVEMENT 


Despite the failure of many investigators and the repeated adverse statements in the literature, we have 
succeeded in making the intravenous injection of Bismuth practical, safe and effective. Lesions heal rapidly 
following a series of injections administered three times a week. 
On account of the freedom from reaction, the safety and simplicity of the technic it is not alone of value to 
the — - particularly adapted for the general practitioner who cannot afford to have serious reactions 
occur in his office. 


hy $3.00 per box of 6 ampoules. 


me If you are unable to obtain from your dealer, mail or wire your order direct to 


LOESER LABORATORY 
22 WEST 26th STREET NEW YORK CITY 
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POR CHANOING THE 
NTESTINAL FLORA 


Foon 


CRE USS 


wa Lacto-Dextrin is employed to bring about a 
change of flora, the first possible sign of a favorable 
response is the change in appearance and odor of the 
stools — an offensive odor is evidence of putrefaction. 
The stools usually become lighter in color unless colored 
by special food. 


Lacto-Dextrin 
(Lactose 73%—Dextrin 25%) 


Brings about this transformation by promoting the 
growth of normal benign acid-forming organisms (B. 
acidophilus and bifidus) in the intestinal tract. 

Its use alone or combined with Psylla (plantago psyl- 
lium), the seeds of a plant which provides bulk and 
lubrication, is well described in the book, **A Practical 
Method of Changing the Intestinal Flora.”’ 

We will be glad to send you a copy of this interesting 
and valuable presentation as well as free specimens of 
both Lacto-Dextrin and Psylla so that you can submit 
them to actual test in your own practice. 


Mail Us This Coupon Today 


THE BATTLE CREEK FoopD COMPANY 


Dept. SMJ-10, Battle Creek, Michigan 
Send me, without obligation, trial tins of Lacto Dextrin and Psylla, 
also copy of treatise, ‘‘A Practical Method of Changing the Intestinal 
Flora.”’ 
NAME (Write on margin below) ADDRESS 


How TO KNOW | 
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This little 5 cc. bottle of Acterol is equiv- 
alent in Vitamin D content to a 17-ounce 
bottle of purest cod liver oil. The dosage is 2 
drops instead of a teaspoonful, consequently 
children who cannot “stomach” cod liver 
oil can take Acterol without 
remonstrance. Principal in- 
dications, prophylactic and 
curative: rickets, tet- 
any, and osteoma- 
lacia, and for preg- 
nant and nurs- 
ing mothers. 


Sa Aaa ROI = 


THE PIONEER STANDARDIZED ACTIVATED 


When you prescribe Acterol 
in Vitamin-D deficiency 


You know your patients are assured the pioneer 
standardized activated ergosterol, the brand that 
set the standard for all newcomers, and you also 
know that your patients do not receive dosage 
directions or descriptive literature that makes a 
thinly-veiled bid for public favor. 


IS IT WORTH YOUR WHILE? 


4 
of 
4 
j 
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THE BEST WAY 
Feed A Baby 


babies. Often the physician asks~ What is the 
best way?’ 


The Answer: 
T here are no standardized babies and 
therefore no standardized foods are 
suitable for all babies. The require- 


ments of the individual baby must be 
considered. 


Thisis why the formulas of Mead’s Dextri-Maltose, 
cow’s milk and water are most popular with a 
majority of physicians, because these formulas can 
be regulated to suit the requirements of the indi- 


vidual baby. 

First Thought ~ Breast Milk. 

Second Thought~ Mead’s Dextri-Maltose, Cow’s 
Milk and Water. 


Scientific literature and a supply of 
Dextri-Maltose for clinical ob- 
servation will be furn 
ished on request. 


Mead Johnson & Company 
Evansville, Indiana 


Manufacturers of Infant Diet Materials Exclusively 


| 
There are many methods of artificially feeding . 
| 
| 
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The Prenatal and Postnatal Use of 
PARKE, DAVIS & CO.’S 


VIOSTEROL 


(Irrad‘ated Ergosterol in Oil) 


Licensed under the Steenbock patent administered by the 
Alumni Research Foundation of the University of Wisconsin 


The urgent need for ionizable calcium in pregnancy due 
to the demands of the growing fetus, suggests the system- 
atic use during this period of a medicinal agent capable 
of influencing calcium metabolism. Such an agent is 
Viosterol, P. D. & Co., standardized to an antirachitic 
(Vitamin D) potency one hundred times that of high- 
grade cod-liver oil. 

The need for such support continues after birth, to assist 
the bony growth of the child. Not only may Viosterol, 
P. D. & Co., be given to the infant, the effective dose be- 
ing very small, but also to the nursing mother to enhance 
the bone-building value of her milk. 


It is true that vitamin D does not add to the store of 
calcium in the body, but it does most decidedly stimulate 
the synthesis of bone by bringing together for organic 
union its essential elements, calcium and phosphorus. 


Viosterol, P. D. & Co.,is put up in 5-cc. and 50-cc. 
packages, with a standardized dropper which 
delivers approximately. 3 drops to the minim. 


Viosterol, P. D. & Co., bas been accepted 
Sor inclusion in N. N. R. by the Council on 
and Chemistry of the A. M. A. 


PARKE, DAVIS & COMPANY 
DETROIT, MICHIGAN 
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